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A the present time, the principal methods used 
to control thromboembolic disease are: 

1. Early ambulation. 

2. Vein ligation. 

3. Anticoagulants. 

The most widely used anticoagulant is Dicumarol 
which interferes with the formation of prothrom- 
bin, thereby decreasing the prothrombin activity. 

This report comprises a review of a series of 515 
consecutive cases in which Dicumarol was used for 
the prevention or treatment of thromboembolic 
disease. 

The cases were divided as follows: (See Chart 
I). 

200 surgical cases in which Dicumarol was given 
prophylactically immediately after operation. 

60 obstetrical cases in which Dicumarol was given 
prophylactically immediately after delivery. 

130 cases of thrombophlebitis and/or phlebo- 
thrombosis. 

45 cases of pulmonary embolism. 

50 cases of myocardial infarction. 

31 miscellaneous cases principally peripheral 
arterial occlusion due to thrombosis or embo- 
lism, 

Dosage: — The surgical prophylactic cases were 
given 300 mgs. of Dicumarol immediately after 
operation, 200 mgs. the same evening, and 100 
ings. the following morning, a total of 600 mgs. in 
twenty-four hours. Daily prothrombin times were 
done but no further Dicumarol was given in these 
cases. The other patients received 200 mgs. the 
first day, after an initial prothrombin time was done 
and if no contraindications existed ; 50 - 200 mgs. 
daily, thereafter, when the prothrombin activity 
* Presented at the John F. Kenney Memorial Clinic Day 


of the Memorial Hospital Interns’ Alumni Association, 
at Pawtucket, R. I., November 1, 1950. 


was more than 30%. Daily prothrombin determina- 
tions were made until after the Dicumarol was 
discontinued. We tried to maintain the pro- 
thrombin activity between 20 and 30% according 
to the Quick method against a dilution curve. 

In general, the surgical patients who received 
the 600 mgs. in the first twenty-four hours reached 
a satisfactory level within 24 - 36 hours which was 
somewhat sooner than those who received daily 
varying doses of Dicumarol. These patients usually 
required 36 - 48 hours to reach a satisfactory level. 

Heparin was only rarely used in conjunction 
with Dicumarol. 


Results: — In this entire series of 515 cases there 
were only two thromboembolic complications. See 
Chart (1) (IT). 

The first was in a 35 year old woman who de- 
veloped thrombophlebitis on the 12th day post 
partum. She received Dicumarol for ten days and 
was discharged. She was readmitted, two days 
later, with pulmonary emoblism which was success- 
fully treated with Dicumarol. A review of her 
original anticoagulant curve shows that she had a 
poor anticoagulant effect with most of her pro- 
thrombin activity only very slightly reduced during 
this course of treatment, probably because she was 
a hyporeactor and because she received insufficient 
doses of Dicumarol. During her second admission, 
however, the anticoagulant curve was satisfactory 
and she made an uneventful recovery. 

The second case was a 60 year old female who 
had a bilateral saphenous vein ligation with injec- 
tions of a sclerosing solution for varicose veins. 
She developed multiple, recurrent pulmonary 
emboli in spite of a good anticoagulant curve and 
subsequently had a bilateral superficial femoral 
vein ligation with good results. This case probably 
represents a chemical thrombophlebitis and raises 
the question as to whether it is wise to inject 
sclerosing solutions at the time of vein ligation. 

In this series of 515 cases there were 9 severe 
hemorrhages, 7 in the surgical prophylactic group 


and 2 in the group who were treated for peripheral 
continued on next page 
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35 -F 
Obs. Thrombophlebitis 12th day. 
Discharged. 


Dicumarol for 10 days. 
Two days later returned with Pulmonary Enbolism - 
successfully treated with Dicumarol. 


Hyporeactor and insufficient dosage. 


Daily in doses of 150,100, or 50 mg. 


60-F 
Bilateral Saphenous Ligation with sclerosing 
injections. 


Developed multiple, recurrent Pulmonary Emboli 
in spite of good anticoagulant chart. 
Subsequently bilateral superficial femoral vein 


ligation with good result. 
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arterial occlusion. There were three anticoagulant 

deaths, one in the surgical prophylactic group and 

two in the group with peripheral arterial occlusion. 

Chart III illustrates the cases of serious hemor- 
rhage which occurred in the surgical prophy- 
lactic group. Each of these patients received 
000 mgs. of Dicumarol during the first twenty- 
four hours after operation. 


Case 1 was a 37 year old man who had a cholecyst- 
ectomy with serious bleeding from the drain- 
age tract on the 5th day when his prothrombin 
activity was 26%. He required two transfu- 
sions plus vitamin K and recovered. 

Case 2 was a 44 year old male who had a repair of 
a perforated peptic ulcer and had massive 
hematemesis 48 hours after operation when 
his prothrombin activity was 38%. 

Case 3 was a 52 year old male who had a bilateral 
herniorraphy and hemorrhaged from the right 
incision on the 5th day when the prothrombin 
activity was 34%. 

Case 4 was a 76 year old female who had a sympa- 
thectomy and hemorrhaged from the incision 
29 hours after operation when the prothrombin 
activity was 29%. She received two transfu- 
sions plus vitamin K and recovered. 
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Case 5 was a 61 year old woman who had a severe 
hemorrhage from the vagina on the 6th day 
after a hysterectomy when the prothrombin 
activity was 43%. 


Case 6 was a 50 year old male who had a sympathec- 
tomy and was discharged on the 8th day with 
a prothrombin activity of 21%. He was read- 
mitted, because of massive hemorrhage from 
the incision, 2 days later at which time the pro- 
thrombin activity was 27%. He recovered 
following a transfusion plus vitamin K. 


Chart IV illustrates the deaths from hemorrhage 
due to anticoagulants ( Dicumarol and/or Hepa- 
rin). 

Case 1 was a 53 year old male who had a carotid 
arteriogram for suspected brain tumor. He de- 
veloped a thrombophlebitis on the 5th day ; had 
a left femoral vein ligation and was given 600 
mgs. of Dicumarol during the first 24 hours. 
He died suddenly following a convulsion on the 
fourth day after ligation at which time his pro- 
thrombin activity was 40%. Autopsy revealed 
massive hemorrhage into a glioblastoma. 


Case 2 was a 70 year old male who had a femoral 


arterial embolism secondary to arteriosclerotic 
continued on next page 
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to A.S.H.D. with 


brain tumor. 


P.M.- Hemorrhage into glioblastoma| P.T. over 6 min, 

time over 75 min. 
Died from hem 6th 
P.T. in excess of 

Death due chiefly 

overdosage. 


Carotid Arteriogram for suspected | Femoral Artery Embolism secondary | Arterial Thrombosis with gangrene 


Thrombophlebitis 5th day and left | Embolectomy 24 h after onset - P.T. below 20% for 7 days with 


femoral vein ligation. progressive gangrene. average of 4 min. Given K 72 mg. 
Died suddenly fol. convulsion 4th | Grossly bloody urine and black on 6th day and died next day 
day after ligation. stools 3rd day for 3 days. when P.T. 34 min. 

P.T. 40% Heparin not discont. in spite of Sudden collapse and died 9th day. 
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CHART 


heart disease with fibrillation. He had an embol- 
ectomy but the gangrene was progressive. He 
received 600 mgs. of Dicumarol the first day 
and Heparin was ordered, 75 mgs. every four 
hours. In spite of his having grossly bloody 
urine and black stools for three days and a 
prothrombin time of over 6 min. and a veinous 
clotting time of over 75 min., the Heparin was 
not discontinued and the patient died from 
hemorrhage on the 6th day when his pro- 
thrombin time was in excess of 6 min. This 
death was obviously due to anticoagulant over- 
dosage, principally Heparin. 

Case 3 was a 70 year old male with gangrene of 
a toe. He received 600 mgs. of Dicumarol and 
250 mgs. of Heparin the first day, 300 mgs. of 
Dicumarol and 300 mgs. of Heparin the second 
day, and 100 mgs. of Dicumarol and 50 mgs. 
of Heparin the third day. In spite of a pro- 
thrombin activity of below 20% for seven days 
and an average prothrombin time of + min., no 
attempt was made to interrupt the anticoagulant 
effect until the 6th day when he was given 72 ,, 
mgs. of vitamin K intravenously. He went ; 
into sudden collapse and died on the 9th day 
when the prothrombin time was 3% min. i 
Autopsy revealed hemoperitoneum with massive 
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hematoma of the omentum, also purpuric 
hemorrhages of the renal calyces. This death 
was due to overdosage and failure to attempt 
interruption of the anticoagulant effect by 
transfusion. 


Of the fifty cases of myocardial infarction there 
were six deaths, a mortality rate of 12%. No 
thromboembolic complications were observed in 
any of these cases. Our observations are in line 
with those of the survey of the American Heart 
Association! ? and others! ? who found a signifi- 
cant reduction in the number of deaths and throm- 
boembolic complications from coronary occlusion 
with myocardial infarction in patients who were 
treated with anticoagulants. 


In the miscellaneous group which consisted prin- 
cipally of peripheral or cerebral arterial occlusion 
(embolic or thrombolic), we found Dicumarol to 
be of questionable value since in practically each 
case the course of the disease was not influenced by 
the anticoagulant therapy. In addition, there was 
the potential risk of anticoagulant complications. 


Comment: —It is significant that of 515 cases 
treated with Dicumarol there were only two throm- 
boembolic complications (pulmonary embolism) ; 
the first in a patient who was a hyporeactor and 
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who received insufficient dosage and subsequently 
improved when a good anticoagulant effect was 
obtained. The second in a patient with a chemical 
thrombophlebitis who had a good anticoagulant 
curve but required vein ligation to control the pul- 
monary emboli. 

It is also significant that there were nine cases 
of serious anticoagulant complications (severe 
hemorrhage), seven in the surgical prophylactic 
group who received 600 mgs. of Dicumarol in the 
first twenty-four hours, which suggests that this 
dosage is too large even though the bleeding 
occurred at supposedly, relatively safe levels of pro- 
thrombin activity. There may be other factors in- 
volved,*: * such as, the magnitude of the dose itself, 
which may increase the risk of bleeding, a risk not 
necessarily reflected by a proportionate increase of 
prothrombin time. It is noteworthy that where the 
dosage was regulated according to daily pro- 
thrombin activity, with an initial dose of 200 mgs., 
the control of thromboembolism was equally good 
without a single case of serious hemorrhage. It 
is also significant that of the three anticoagulant 
deaths, one occurred in a patient with a brain tumor 
(who also received 600 mgs. of Dicumarol in 24 
hours) which suggests that this may be a contra- 
indication to anticoagulant therapy. The two other 
cases were given excessive doses of anticoagulants 
(Dicumarol plus Heparin) without any attempt 
to counteract the obviously prolonged anticoagu- 
lant effects. These cases emphasize the importance 
of careful observation of the anticoagulant curve 
and the administration of the smallest possible 
effective dose. 

We have observed that in this series of 515 pa- 
tients who received various forms of medication 
such as sedatives, narcotics, antibiotics, stimulants, 
sulfonamides, digitalis, salicylates, etc., only salicy- 
lates and vitamin K consistently influenced the 
prothrombin activity. Salicylates tended to en- 
hance the action of Dicumarol and vitamin K to 
neutralize the action. 

We have found that for the quick neutralization 
of the Dicumarol effect, we cannot rely on vitamin 
K alone, since vitamin K has a delayed action of 
12 - 24 hours and under these circumstances trans- 
fusion is necessary. 


Conclusions; — 

1. Dicumarol is an effective anticoagulant for the 
prevention and treatment of thromboembolic 
disease of veinous origin (thrombophlebitis, 
phlebothrombosis, pulmonary embolism) and in 
coronary occlusion with myocardial infarction. 

. It is of questionable value in peripheral arterial 
occlusion. 

3. Its use involves the dangerous hazard of serious 

hemorrhage but this can be greatly minimized 
by careful observation of the anticoagulant 


curve and the administration of the smallest 
possible effective dose. 

4. Vitamin K alone is not sufficient for rapid 
neutralization of the anticoagulant effect of 
Dicumarol; under these circumstances, trans- 
fusion is necessary. 
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HE treatment of the child by the physician is 
far more advanced than the treatment rendered 
by the dentist. In spite of the great demands for 
children’s dentistry, the profession remains quite 
apathetic towards this phase of dentistry. The 
teaching of pedodontics in our dental schools as- 
sumes a relatively minor position in the overall 
program. Parents are not enlightened about den- 
tal care for their children because of the disinterest 
displayed by the family dentist and his lack of 
knowledge concerning the advancement of the 
many phases of pedodontics and preventive den- 
tistry. 

The dental profession, however, cannot be criti- 
cized too severely for these shortcomings because 
children’s dentistry is relatively new. It is only 
within the past 25 years that separate departments 
of pedodontics have been organized in our dental 
schools. Textbooks devoted to pedodontics have 
only recently appeared. Post-graduate courses and 
hospital internships are new. The recognition of 
pedodontics as a specialty by the Council on Dental 
Education of the American Dental Association is a 
recent development. 

Children’s dentistry is unique in that it embodies 
general dentistry for the younger age groups. It is 
concerned not only with the fine technical proce- 
dures of adult dentistry, but also is concerned with 
growth and development, the general health of the 
patient and more especially with preventive den- 
tistry. The logical starting point for pedodontics is 
preventive dentistry and must include: (1) the 
problems of growth and development, (2) a 
knowledge of the mechanism and treatment of 
dental caries, (3) a knowledge of the causes and 
treatment of malocclusions, and (4) the recogni- 
tion of periodontal disturbances. 


Dental Caries. 

A. Mechanism. 

Dental caries is, by definition, a disease of the 
calcified tissues of the teeth. It is caused by acids 


* Presented before a Joint Meeting of the Providence 
Medical Association and the Providence District Dental 
Society, at Providence, R. I., February 5, 1951. 


resulting from the action of microorganisms on 
carbohydrates and is characterized by a decalcifica- 
tion of the inorganic portion and accompanied by a 
disintegration of the organic substance of the 
tooth.!’ Perhaps before discussing the mechanism, 
we should consider the historical background. In 
1880, W. D. Miller and G. V. Black postulated the 
chemico-parasitic theory of dental caries. In 1898, 
Buchner, in the fermentations industry, discovered 
that the enzymes from the bacteria, and not the 
bacteria themselves fermented the carbohydrate 
substances. In 1933, a group of physiologists dis- 
covered that during exercise the muscle sugars 
were converted to lactic acid. It remained then for 
Fosdick and Hanson to apply the fermentation and 
muscle theories of carbohydrate degradation to the 
dental caries process in 1936.2 Stephan, in 1940, 
showed that the acids were formed in a matter of 
minutes, thus the caries process became a series of 
short attacks rather than the long continuous proc- 
ess as previously thought.% 

It is known that the acids involved in the caries 
process are derived from carbohydrate substances, 
principally the refined sugars, after they have been 
acted on by the microbial enzymes. Any micro- 
organism or combination of microorganisms which 
is capable of maintaining an acid potential suff- 
cient to decalcify enamel is capable of initiating 
dental decay. The following microorganisms have 
been found capable of producing this acid poten- 
tial in vitro ; lactobacilli, streptococci, diphtheroids, 
yeasts and staphylococci.* 

“The effect of the caries process on the tooth is 
made possible by circumstances or structures which 
retain sufficient acid in contact with the tooth sub- 
stance.” 5 These factors are (1) the dental plaque, 
an organic nitrogenous mass containing multitudes 
of microorganisms firmly adhering to the teeth, 
(2) the anatomic structure of the tooth, (3) the 
position or arrangement of the teeth in the arch 
and, (4) the presence of dental appliances. 

B. Methods of Prevention. 

There are many methods available today, 
whereby the dental caries attack rate may be les- 
sened. The first, and perhaps most widely used 
method to control dental caries, is toothbrushing. 
The toothbrush has been extensively employed for 
esthetic reasons with caries control a secondary 
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measure. Fosdick stated that there was a 50 to 
60% reduction in tooth decay in 523 individuals as 
against 423 individuals in the control group. It 
was also shown, that to be effective, the brushing 
must be performed immediately after eating.® 
With a clear understanding of the mechanism of 
the caries process, it is obvious that the teeth should 
be brushed at that time, because of the rapid fer- 
mentation of the carbohydrates. It is also obvious 
that the phrase, ‘““A Clean Tooth Never Decays”’ is 
erroneous. It is almost impossible to brush the 
teeth in those areas of susceptibility, namely, the 
deep fissures and the contact points of the teeth on 
the proximating surfaces. It has also been shown 
in experiments with hamsters, that brushing is 
effective in reducing dental decay. Therefore, the 
first essential in preventive dentistry is good oral 
hygiene in the form of toothbrushing, which will 
assist in eliminating the substrate from the mouth. 

The second method of caries control is nutrition. 
It is possible to see from the previous discussion, 
that an individual who ingests large amounts of 
carbohydrate in the form of refined sugar and 
allows it to remain for some time, will have a high 
caries attack rate. By a direct reduction of the 
substrate, the attack rate will be decreased. Also, 
the formation of acid may be decreased by an in- 
creased salivary flow. The saliva is a highly buf- 
fered mixture which will neutralize large quan- 
tities of acid. Thus, if the acids are formed rap- 
idly from the ingested carbohydrates, they may or 
may not attack the teeth, depending upon the rate 
at which they are neutralized. But it is also pos- 
sible, in spite of a copious flow of saliva, to have 
mechanical interferences impede the flow of saliva 
and its neutralizing power. Poor contacts of the 
teeth, malocclusion, pits and fissures in the tooth 
structure, and dental appliances contribute to im- 
peding the normal flow of saliva throughout the 
spaces of the mouth.? 

Boyd has claimed that tooth decay will not 
develop on a diet which is fully adequate in all 
respects for the needs of the body. In a study of 
111 diabetic children examined over a 5 year pe- 
riod, Boyd demonstrated a reduction in dental 
caries of 50%. It was his main purpose to show 
that caries can be prevented and arrested by die- 
tary means alone.§ 

Schour and Massler reported a relatively low 
incidence of caries in children in postwar Italy.® 
Although the diet of these children is high in car- 
bohydrate, primarily starches, the incidence should 
be low. The breakdown or conversion of starch 
to sugar and acid occurs slowly so that the acids if 
formed would either be cleared from the mouth 
before conversion or neutralized. 

The Council on Dental Therapeutics of the 
American Dental Association stated that, “If the 
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consumption of calcium is adequate to meet the 
general body requirements, further addition of this 
essential element cannot be relied upon to prevent 
dental disease.” There is no evidence to show that 
the teeth are subject to the withdrawal of calcium 
under any conditions such as rickets, hyperpara- 
thyroidism, hyperthyroidism, calcium deficiency 
or pregnancy. Specific cases of patients with bone 
deficiencies have been reviewed in the literature, 
but there was neither an increase in caries or any 
other evidence of calcium withdrawal from the 
teeth. Again the phrase, “A tooth for every child” 
is erroneous. Investigations show that there is no 
greater incidence of dental caries in pregnant 
women than in non-pregnant women of the same 
age. The average adult body contains from 1,400 
to 2,000 Gms. of calcium, while the primary den- 
tition has only 2.5 Gms. The average newborn 
infant contains about 24 Gms. of calcium. This 
means then that the total need of the fetus, includ- 
ing bones and teeth is therefore less than 2% of the 
mother’s total body calcium. The enamel and dentin 
of the teeth are not storehouses of calcium and the 
teeth are not subject to calcium withdrawal in 
either normal children or children with bone or 
blood deficiencies. However, an adequate calcium 
intake is most important during the entire periods 
of growth and development of the child to assure 
bone, soft tissue, and blood replacements.'” 


The third important method of caries control is 
the use of fluorine. Perhaps no single contribution 
to dentistry has had a more significant background 
than the study of the effects of fluorine on teeth. 
An investigation was undertaken in 1908 to deter- 
mine the cause of “Colorado Brown Stain.” It was 
entirely different from any other known dental 
lesion and was termed an “atrophic” disease. Many 
individuals persisted in attributing its cause to the 
common diseases of childhood. Following an ex- 
tensive investigation by F. S. McKay, G. V. Black 
and others, it was discovered that this ‘mottled 
enamel” resulted from an increased fluorine con- 
tent of the drinking water. The highest fluorine 
content of the water encountered was 18 p.p.m. in 
a small hamlet in Idaho. It was also discovered 
that children born and raised in these endemic 
areas exhibited the effects of the high fluorine con- 
tent by a mottling of the teeth. Children drinking 
the water after the developmental period had 

passed, displayed no sign of dental fluorosis." 
Thus, this era was brought to a close_and a new 
era relating to caries reduction was introduced, a 
by-product of major importance. 


It was noted that children with mottled enamel 
showed a decreased caries incidence. The investi- 
gations of Dean and his associates have shown 
clearly that the addition of 1 p.p.m. of. fluorine to 


domestic water supplies is sufficient to decrease the 
continued on next page 
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incidence of dental caries.’* It is a fortunate cir- 
cumstance that so low a fluorine content is asso- 
ciated with only the mildest reaction of dental 
fluorosis, which means that the protective action 
against caries is available without the sacrifice of 
esthetics. 

Several cities in the United States have added 
fluorine to their water supplies. The data for the 
10 year study will be available shortly. To date, 
the Wisconsin report shows a 40% reduction’ 
and the New York report shows a 32.5% reduc- 
tion.'* It has been concluded from these studies 
that the fluoride ion which has been added to the 
water acts in exactly the same manner to protect 
the teeth against dental caries as does the natural 
fluoride ion in water. 

It has been shown by several investigators that 
the fluorides can be absorbed by the enamel and 
that the fluorine content of enamel was increased 
by immersion in a fluoride solution. From these 
investigations, the topical application of fluorine 
resulted. In a recent report by Knutson, it was 
shown by the treatment of 1,032 children, that a 
reduction in dental caries of approximately 40% 
was achieved.'® It would seem then that caries 
prevention by the topical application of sodium 
fluoride is advantageous. 

The fourth method of reducing dental caries is 
by the use of the antibiotics. Several of the anti- 
biotics have been incorporated in dentifrices for 
brushing hamster teeth. Penicillin, aureomycin, 
tyrothricin, terramycin and chloromycetin have all 
been used, but penicillin has been the most effective 
to date. In several separate experiments, the re- 
duction of dental caries in hamsters with penicillin 
dentifrice has been approximately 93%. 

In a 2 year study of over 400 school children, 
ranging in age from 6 to 14 years, a reduction in 
caries incidence using a penicillin tooth powder 
amounted to 55%. There has been no indication 
of a development of penicillin resistance to groups 
of microorganisms. If the bacterial picture had 
been altered by the penicillin, the caries picture of 
the second year would also have been altered.'® 

The last method of caries control I will have to 
direct to the dentist primarily. That method is 
good operative dentistry. Once a carious lesion 
has occurred, it is necessary that it be treated. It is 
the dentist’s responsibility to remove all of the de- 
cay. Finally, the dentist must follow the most 
basic, fundamental procedure of operative den- 
tistry, “extension for prevention.” All potentially 
carious grooves must be eliminated, the cavity out- 
line form must extend into self-cleansing areas, 
buccally, lingually, and beneath the point of con- 
tact. By performing these steps, possible areas of 
caries recurrence by food entrapment are elimi- 
nated, self-cleansing areas are created for salivary 
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neutralization of acids, and we are then practicing 
good, basic operative technique. 


Malocclusion 

Certain investigators believe that a dento-facial 
deformity is of genetic origin. The prominent 
mandible of the Hapsburg family is an example. 
Other investigators are of the opinion that every 
individual receives from the parents an inheritance 
that should lead to an ideal adult stage of growth. 
Family resemblance indicates the tendency for an 
individual to follow an inherited pattern. Although 
it is not possible to control the hereditary pattern, 
it is possible to alter the degree of an inherited 
deformity. Therefore, it is important that we rec- 
ognize this inherited family characteristic and in- 
tercept it if possible at an early period. 

General metabolic disorders and diseases have 
perhaps been responsible for some of the malocclu- 
sions. A prolonged illness or series of illnesses may 
interfere with the forward growth of the face 
which may account for the large numbers of indi- 
viduals with deficient chins and lack of space for 
third molars. Broadbent has been able to demon- 
strate this interruption of the growth of the face. 
Hypoplastic areas on tooth crowns reveal clinical 
evidence of disease. 

Endocrine disturbances have also been a cause 
of dento-facial deformity. Hypofunction of these 
glands results:in an undergrowth of the face, while 
hyperfunction causes an overgrowth of the face of 
the acromegalic type. 

In addition to these general factors, there are 
certain local etiologic causes contributing to maloc- 
clusion. An abnormal sequence of tooth eruption 
will result in crowding of the teeth. The loss of 
proximal contact from caries, congenital absence 
of teeth, premature loss of primary or permanent 
teeth will allow a shifting in the arch and cause a 
loss of balance of the denture as a whole. Inhar- 
mony of the size of teeth and jaws also contribute 
to malocclusion. 

Lastly, certain pernicious habits may cause a 
malocclusion. Thumb and finger sucking, lip bit- 
ing, incorrect sleeping postures, enlarged tonsils 
and adenoids are injurious to correct alignment of 
the teeth and jaws.17 Preventive measures should 
be instituted promptly. Again, good operative den- 
tistry can prevent the premature loss of the pri- 
mary teeth and the resultant loss of space and 
malocclusion. 

Periodontia 

One phase of dentistry that the pedodontist has 
overlooked to date has been the periodontal prob- 
lem. Dr. Maury Massler reported at a recent 
A.S.D.C.* meeting in Boston that we must be cog- 
nizant of this condition. In a series of examina- 
tions of 10,000 children, ranging in age from 5 to 
* American Society of Dentistry for Children 
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15 years, 35% showed a mild gingivitis. This was 
a transitory, self-reparative type that was caused 
either by the process of eruption, crowding of the 
teeth, or poor oral hygiene. In this same age group, 
17% showed a severe gingivitis which was pro- 
gressive in nature. Undoubtedly, attention should 
be directed to this group knowing as we do of the 
great loss of teeth from periodontal disease in 
adults. 
Education of the Parent 

During pregnancy, the fetus exists as a parasite 
upon the mother. It is essential that the mother be 
provided with an adequate diet because the pri- 
mary teeth forming at this time are influenced by 
the supply of certain nutritive elements. We know 
from histological sections of teeth that those parts 
formed before birth are of a better structure than 
the parts formed after birth. This can be observed 
by the formation of tooth substance demarcated by 
the neonatal line. It is within the province of the 
physician to see that the pregnant mother has the 
essential constituents of an adequate diet. The per- 
manent teeth form at birth and again the constit- 
uents of the diet must be adequate. 

All of the primary teeth erupt between 2 and 2% 
years of age. Shortly after that time, the child 
should be taken to the dentist for his first visit. 
This visit should be a pleasant experience. An in- 
troduction to the dentist in this way will do much 
to eliminate the fear that often leads to a postpone- 
ment of needed dental care. Regular dental visits 
after that time should be instituted for prophylaxis, 
fluoride treatments and x-rays. The most effective 
means of controlling dental caries and the loss of 
teeth is by the discovery and treatment of small 
defects. Regular brushing care should be insti- 
tuted in the home with the assistance of the parents. 

Public Health Education 

In addition to individual attention, it is impor- 
tant to educate and provide dental service to the 
great masses of the population by public health 
methods. School dental clinics, rural trailer clinics, 
privately endowed institutions, and the fluoridation 
of water supplies can contribute a service to many 
communities. Parent-teachers associations, social 
agencies, and the schools can contribute the infor- 
mation. Activities can be developed around the 
general theme of dental health. Physicians, den- 
tists, health educators, teachers and nurses should 
stress the importance of examination and treat- 
ment (if necessary) as soon as possible after the 
eruption of the teeth. ‘““To provide adequate dental 
care for children, joint planning by parents, health 
educators and dentists is needed. Surely it is the 
responsibility of parents to provide the best pos- 
sible dental care for their children. Similarly, it 
is the responsibility of the community to provide 
dental care for children whose parents are unable 
to provide such care.” !8 


201 
The Dentist’s Responsibility 


If we can educate parents concerning better 
dental health for their children, and if the public 
agencies assist in educating and treating some of 
these patients, it then remains our duty, as dentists, 
to increase our services to these children. Many 
dentists, for various reasons, refuse to treat chil- 
dren. It is better that they do not. But the great 
majority of dentists realize that the child patient is 
an integral part of his practice. There should be no 
greater satisfaction in the professional life of a 
dentist than to assume the responsibility for the 
dental health of a child and guide this child to and 
through adulthood without the loss of a single 
tooth. In light of our present knowledge, it should 
be possible to discharge this responsibility effec- 
tively. This should help to provide a motive and 
an incentive to practice dentistry for children." 
Within the past two years, the A.S.D.C has grown 
from 1700 to 4300 members. The program of chil- 
dren’s dentistry is active, the motive is worthy, the 
trend is obvious. 
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NERVE BLOCK — DIAGNOSTIC AND THERAPEUTIC* 


EDWARD DAMARJIAN, M.D. 


The Author. Edward Damarjian, M.D., of Provi- 
dence, R. I. Member, Anesthesia Department, Me- 
morial Hospital, Pawtucket, R. I. 


lps block is a relatively new branch in the 
field of Anesthesiology. To simplify this sub- 
ject I will present an outline showing some of the 
more common types of nerve block with some 
examples of each. 


Common Nerve Blocks 


1. Trigeminal Block 
—Neuralgia (maxillary and mandibular) 
—Anesthesia for Surgery of Mouth 


to 


Stellate Ganglion Block 
—Post-traumatic Sympathetic Dystrophy 
—Reynaud’s Disease (diagnostic ) 
—Shoulder-Hand Syndrome 
—Cerebral Thrombosis 
3. Supra-scapular Block 
—Subdeltoid bursitis 
4. Dorsal Sympathetic Block 
—Precordial Pain 
—Herpes Zoster 


5. Lumbar Sympathetic Block 
—Post-traumatic Sympathetic Dystrophy 
—Reynaud’s Disease 

6. Superior Hypogastric Block 
—Dysmenorrhea 


7. Obturator Block 


8. Trans-Sacral Block 

—Coecydynia 
—Pruritis Ani 
9. Pudendal Block 
—Pruritis Vulvae 


Trigeminal nerve block is probably the most 
gratifying type of block that a doctor can perform. 
The patient will walk into your office in severe, 
agonizing pain and within a short time will obtain 
complete relief, a relief that will last from six 
*Presented at the John F. Kenney Memorial Clinic Day 


of the Memorial Hospital Interns’ Alumni Association, 
at Pawtucket, R. I., November 1, 1950. 


months to two years. This picture (Fig. 2) is that 
of a 62 year old man who was originally blocked 
eleven months ago for his first attack of pain and 
now he is receiving his second trigeminal block 
after having eleven months of complete relief of 
pain. The picture shows the needle in place in the 
sigmoid notch of the mandible with an intravenous 
needle in his arm for the administration of pen- 
tothal. It is important to put the patient asleep 
during the alcohol injection because alcohol is very 
painful on a somatic nerve. The next picture (Fig. 
3) shows a combination of trigeminal and glosso- 
pharyngeal block. As you know the trigeminal 
nerve innervates the anterior 24 of the tongue and 
the glossopharyngeal nerve innervates the posterior 
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¥4 of the tongue on that side of the face. These 
two blocks are combined to obtain anesthesia of 
the whole tongue on that side of the face to enable 
the surgeon to take a biopsy for carcinoma of the 
tongue. 

Stellate block is probably the easiest type of 
block to pertorm. The injection is made close to 
the body of the 6th cervical vertebra by an anterior 


Figure 4 


Figure 5 
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approach. The technique is to inject the anesthetic 
in the correct fascial plane and allow the solution 
to run down and bathe the stellate ganglion at a 
lower level. This will eliminate the danger of 
injecting the apex of the pleura. This block is 
done for such conditions as post-traumatic sym- 
pathetic causalgia, Reynaud’s Disease. Shoulder- 
Hand Syndrome, pulmonary and cerebral embolism 
or thrombosis. Fig. 4 is that of a 48 year old bench 
worker in a watch factory who sustained a minor 
injury to her forearm. She soon developed pain, 
coldness and swelling of the arm and shoulder 
which continued for three months. She was 
originally diagnosed as a Coronary Thrombosis and 
put to bed. Her symptoms continued and the 
patient was referred for a stellate block with a 
diagnosis of Shoulder-Hand Syndrome. She was 
blocked on alternate days for four times with 
immediate relief of pain and a gradual loss of the 
swelling. The patient discontinued further treat- 
ment. One month later a portion of her original 
symptoms had returned. 

The next picture (Fig. 5) is a patient with post- 
traumatic sympathetic causalgia, age 39, who sus- 
tained a fracture to her forearm two years before 
her stellate block. She had coldness, sweating and 
burning pain of the hand. She was given stellate 
blocks on alternate days for a week and then weekly 
fora month. There were longer and longer periods 
of relief with each injection. Skin temperature 
readings rose over 20 degrees in her fingers 
immediately after the first block and they con- 
tinued to stay warm. Now, the patient has had no 
pain for the past seventeen months. Figure 6 is 
a closer view showing a beginning Horner’s Syn- 
drome on that side which is indicative of an accu- 
rate block. Note the lid-lag, and injection of the 
sclera. The difference in the size of the pupils is 


not noticeable due to the strong artificial lights. 
continued on next page 
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The next patient is a post-operative radical 
breast amputation for carcinoma. She developed 
pain, coldness and swelling of the hand and fore- 
arm immediately after the operation and lasted 
seven months. She was diagnosed thrombophle- 
bitis and referred for stellate blocks. Fig. 7 shows 
patient receiving her first stellate block with 
immediate relief of pain and a rise in temperature 
of 17 degrees in her fingers. These blocks were 
given on alternate days for a week and then weekly 
for a month. The relief of pain continued and 
there was a gradual loss of the swelling of the arm. 
Three months later there was a recurrence of her 
symptoms and the patient was given another series 
of stellate blocks with relief. 


Figure 7 


I have been asked to say something about Cere- 
bral Thrombosis and Embolism and the use of 
stellate block for this condition. We feel that 
recent literature has been too enthusiastic about 
the use of stellate blocks for cerebral accidents. 
Our results have not been encouraging in all cases 
but we have had spectacular results on an occasional 
case. Therefore, we must recommend stellate block 
on all cases of cerebral embolism or thrombosis, 
at least for a trial. If you can improve one out of 
seven patients, the treatment is worth using rou- 
tinely. The most recent literature says that the 
best results are obtained on the patients with partial 
paralysis. The patients with complete paralysis do 
not seem to improve with stellate blocks. 

Supra-scapular block is a popular block for sub- 
deltoid bursitis. The supra-scapular nerve has 
sensory fibers to the shoulder capsule and acromio- 
clavicular joint and sends a motor component to the 
supra and infra scapular muscles. It is reasonable, 
therefore, that a block of this nerve will produce 
some anesthesia of the capsule and relaxation of 
the shoulder. Fig. 8 shows the needle in place in 
the supra-scapular notch on the skeleton. It is 
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Figure 8 


Figure 9 


through this notch that the needle passes. Fig. 9 
shows the block done on a patient showing the 
technique of the block. The perpendicular line 
passes through the angle of the scapula. The 
horizontal line lies parallel to the spine of the 
scapula. The upper angle is bisected and that is 
the site of the injection. The needle should pass 
into the supra-scapular notch. This patient was 
seen with acute sub-deltoid bursitis with severe 
pain and he was unable to move his arm due to 
severity of the pain. Immediately after the block 
with novocain and oil' the patient was able to 
abduct his arm to 45 degrees with some residual 
soreness. This patient was blocked three times at 
five day intervals. He was able to return to work 
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after his first block in spite of some soreness of the 
shoulder. 

Dorsal sympathetic block is done for such condi- 
tions as angina pectoris and herpes zoster of the 
thorax. Recently a patient was seen with severe 
angina occurring several times daily for the past 
six months. Complete relief was obtained with 
nitroglycerine with each attack of pain. His electro- 
cardiograms showed the same bundle branch block 
he had two years previously without any change in 
the pattern. He was given alcohol blocks at D2, 
D3 and D4 under light pentothal anesthesia. This 
patient was blocked only six days ago and of course 
it is too early for any conclusions to be drawn. 
However, he has not had anginal pain since his 
block. 

The etiology of Herpes Zoster is said to be a 
virus injection in the dorsal ganglion and the cause 
of pain is said to be a viscious cycle or short circuit 
between the somatic and sympathetic nerve fibers. 
This painful cycle can be blocked at the sympathe- 
tic ganglion with novocain. If the pain returns the 
ganglion is blocked again until there is no return of 
pain. Fig. 10 shows a patient with herpes zoster 
of the axilla and thorax of eleven days duration. 
She had severe pain and was treated with large 
doses of vitamin B. She received codeine and 
demerol without relief. The patient was blocked 
at D2, D3 and D4 with metycaine with immediate 
relief of pain lasting five days. The next block 
relieved her for ten days. The last block relieved 
the pain but some soreness persisted. However, 
there was no effect on her herpetic lesions. ; 

Fig. 11 is a picture taken on a volunteer nurse 
for orientation of three types of blocks done on the 
back. The three needles on the left represent a 
dorsal sympathetic block. The needle on the right 
is a superior hypogastric block which I will dis- 
cuss shortly. The middle three needles represents 
a lumbar sympathetic block. Lumbar sympathetic 
block is done for such conditions as post-traumatic 
sympathetic causalgia, Reynaud’s Disease and Cir- 
culatory disorders of the lower extremities. Fig. 12 
isa picture of a 21 year old girl with blotchy discol- 
orations of both lower legs, (Levedo Reticularis) of 
six years duration. There is no pain but her blotchy 
discolorations became worse in cold weather. The 
patient was referred by a surgeon for a diagnostic 
block to see if the discolorations could be made 
to disappear. The patient was given a right lumbar 
sympathetic block with complete disappearance of 
the blotchy discolorations and a temperature rise 
of 18 degrees on that side (Fig. 13). She was 
referred back to the surgeon with a recommenda- 
tion for a bilateral lumbar sympathectomy. In- 
cidently the surgeon gave this patient a trial with a 
vasodilator (Priscoline) in adequate doses without 
any effect on the extremities. This shows the in- 
effectiveness of such drugs that have recently been 


advocated by pharmaceutical firms. 
continued on next page Figure 12 
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Superior hypogastric block is purely experi- 
mental in our hands. It has been considered for the 
relief of dysmenorrhea. The idea was conceived 
that the pain of dysmenorrhea may be explained on 
the same basis as the sympathetic short circuit of 
herpes zoster. A surgeon suggested blocking the 
pre-sacral area, the site of a pre-sacral neurectomy. 
Blocks were done on four volunteer nurses with 
dysmenorrhea. It was found that the pain could 
be relieved only for that menstrual period and the 
dysmenorrhea would return again the following 
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month just as severe as before. Further work 
along this line has been postponed until a longer 
acting anesthetic is manufactured. 

Fig. 14 is an anatomical outline of stellate, dorsal, 
lumbar and superior hypogastric blocks, shown 
merely for orientation. The stellate block will 
knock out fibers to the blood vessels of the brain 
and upper extremities. The dorsal block will knock 
out the pain fibers to the thorax and heart. The 
lumbar sympathetic block will block sympathetic 
fibers to the blood vessels of the lower extrem ‘ies 


Figure 15 


and the superior hypogastric block will alleviate 
pain fibers to the pelvic viscera. 

The obturator block is used infrequently. The 
obturator is both a motor and sensory nerve to the 
hip joint, posterior knee and medial thigh. It is 
used as an alcohol block on inoperable patients. 
Fig. 15 shows the needle in place in the obturator 
canal. You will note that the obturator nerve rides 
high in the canal. This picture (Fig. 16) is an 
x-ray of carcinoma of the pelvis with involvement 
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of the pubic bone, obturator canal and nerve. This 
patient was blocked with 2 c.c. of alcohol under 
light pentothal anesthesia. The block relieved the 
excruciating pain in the left hip caused by the 
involvement of the obturator nerve in the malig- 
nancy. The technique of obturator block (Fig. 17) 
is shown by this picture. The site of injection is 
one finger-breadth lateral and one finger-breadth 
inferior to the pubic crest. 


Ficure 18 


Technique for trans-sacral block is shown in 
Fig. 18. S2, S3 and S4 are injected bilaterally for 
the relief of coccydynia and pruritis ani. The idea 
is to inject with novocain first, then use alcohol 
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when the proper sacral nerves are found. Again 
the patient must be put to sleep when the alcohol is 
injected. 

Pudendal block with alcohol is done for the relief 
of pruritis vulvae. That is the same nerve blocked 
by obstetricians for an episiotomy in vaginal 
deliveries. 

Conclusion: An attempt has been made to pre- 
sent some of the more common nerve blocks. If 
some have been omitted, it is because of the time 
limit. Perhaps in the future we can give you a 
more comprehensive report on nerve blocks. 

This discussion should not infer that sympathetic 
block should replace sympathectomy but it is rea- 
sonable to suggest that such patients, as above pre- 
sented should be given a fair trial with nerve blocks 
before surgery is considered. 


1 Appreciation is extended to Abbott Company for an ex- 
perimental supply of Zylcaine that was used in these 
cases. 


NEW RINGWORM “CURE” 


Recently our local press featured an article on 
a preparation called SDO (Sulphur Dioxide). Due 
to the fact that many physicians have commented 
on this article, I feel that I am ina position to help 
clarify this matter. 

In March 1949 until September 1949 I used this 
preparation on approximately twenty-five skin 
cases between my private practice and clinical cases 
at the Rhode Island and Pawtucket Memorial Hos- 
pital Skin Departments. The type of cases so 
treated were fungus diseases, acute and chronic. 
All these cases were diagnosed clinically as Derma- 
tophythosis. After working with SDO for six 
months, I failed to see where it had any special 
merit. The news article mentioned some research 
done for this drug at Providence College. I ap- 
prove of this study, but the fact that this prepara- 
tion was successful in the laboratory is in itself not 
unusual. 

The rationale for this treatment, as I see it, 
lies in the knowledge that sulphur has been used 
for years on fungus skin diseases. Clinically, when 
this medication is applied, there is considerable 
desquamation of the skin. The theory being: the 
skin peels, the fungi are destroyed. However, al- 
though the skin did peel, the fungi and other annoy- 
ing symptoms such as itching, burning persisted. 
I might add, there are other drugs which make the 
skin peel and do a more complete job of alleviating 
the other symptoms. Salicylic Acid in its proper 
strength, for example, is such a treatment. 

(As an observation—during my work with SDO 
I found surprisingly few cases of fungus diseases 
during the summer months in our community. ) 

WILLIAM B. CoHEN, M.D. 
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E have been asked many questions about this 
VV influenza epidemic. As we are in New 
England we will answer these questions with 
another one. Are we really having an epidemic of 
influenza? We are told that an epidemic of influ- 
enza A-prime broke out in Sweden last June and 
spread, the early part of this winter, all over 
Scandinavia. A little later what appeared to be 
a good deal the same sort of disease appeared in 
England, and they think that that presumably was 
Type A. We are told that the virus has not been 
isolated as yet. It seems to be a very difficult thing 
to prove conclusively that the disease is certainly 
influenza. Quite a number of deaths in England 
have been attributed to influenza. 

There is no doubt that we have had in the last 
few months here in America a tremendous lot of 
acute sickness. The cases have varied from mild 
to moderately severe, with a variable amount of 
fever, this usually being not very high or very pro- 
longed. A goodly proportion of patients have been 
left pretty weak and miserable for sometime after- 
wards. 

The mortality rate over here in America has not 
been as high as in England, and even there, there 
was not a very high rate. Although the death rate 
has been somewhat increased, it has usually meant 
that old or sickly people, easily toppled over by a 
little additional sickness, have been the ones to 
succumb. 


THE INFLUENZA EPIDEMIC 


We have no real proof in America that influenza 
is concerned in this epidemic. Therefore, any 
attempt to protect people by immunization through 
the use of vaccines has not been logical. Vaccines 
are highly specific. Even granted that influenza is 
concerned, we still do not know whether it is 
Type A, A-prime, B, or any other variant. 
About the only thing that we may say with 
certainty concerning this epidemic can be said of 
all epidemics. So far, we do not understand them. 
“The specific instance in which this failure stood 
forth in ghoulish prominence was when during 
1918 and 1919, Influenza swept with decimating 
fury through most of the world.” Bacteriologists 
had been thinking that because they had learned 
what were the causative organisms, they had got 
control of most of these diseases. We know now 
that is not so. “The importance of soil as well as 
the seed has become fully recognized.” 
Scientists are again talking about the epidemic 
constitution which Hippocrates and Sydenham had 
believed in. We had had some suspicion of this 
when we recognized that although tuberculosis, or 
even measles, might kill off a fair number of us, 
when they were introduced into the new soil of 
Eskimos or South Sea Islanders, they would nearly 
wipe out whole tribes. Most people in a so-called 
civilized community survived smallpox. Hans 
Zinsser tells us that one negro afflicted with small- 
pox landed with the Spaniards at the time of the 
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conquest of Mexico, and the deaths of millions of 
Indians resulted. 

Although the great epidemic of 1918 was at- 
tributed to influenza, it really looks as though it 
was the streptococcus that did the killing, by means 
of a streptococcic pneumonia. But, men have been 
living with the streptococcus for many genera- 
tions and, on the whole, it has not killed off many. 
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It most certainly looks as though we must con- 
sider something besides the so-called immunity 
built up within our bodies. There must be other 
outside influences that allow these great epidemics 
to flourish. Epidemiologists are still puzzled, but 
they hope by studying other things than the infect- 
ing organisms to throw new light on this strange 
phenomenon of epidemics. 


HOSPITAL CARE COSTS 


<n work on the study of the cost of hospital 
care has begun. The new Committee at its 
organizational meeting elected Mr. James Mac- 
Donald, Vice President of the Providence Union 
National Bank and Trust Company as Chairman, 
and noting the gigantic task to which it was 
committed, entered into it with enthusiasm. Sub- 
committees with specific assignments are now en- 
grossed with the problem and a more enlightened 
concept of the hospital phase of health care is bound 
to result. 

The authorization by the Rhode Island Medical 
Society to initiate this project, utilizing as it did 
the combined talents, experience and judgment of 
a group of citizens representing many varied pur- 
suits in life, augurs well for pursuing this problem 
with a minimum of difficulty and a maximum of 
success. Medical representation comprises a 
minority. This was intended. Whatever findings 
are eventually brought forth, a lay group without 
fear of bias or criticism will have performed an 
unprecedented service for their fellow citizens. 

The need for a careful evaluation of hospital 
costs is not only timely but urgent. These costs 
are much less amenable to wide territorial control 
than the cost of medical care, due to the many fac- 
tors that influence operational costs in various sec- 
tions of the country. It is therefore a problem that 
is local to each community and must be approached 
from that aspect. What is satisfactory in Rhode 
Island may not be in Nebraska, so that these dif- 
ferentials tend to restrict the area in which a study 


can be made. Later, sectional comparisons may 
prove valuable. 

It is at least paradoxical if not provoking, that 
with the growth of prepaid medical care plans 
throughout the country which doctors have made 
possible by rendering medical care to subscribers 
at a reduction in fees to those that were normal 
twenty years ago, hospital costs should rise to a 
point that reduces a Blue Cross plan to an indemnity 
of less than 50% of the per diem bed cost in many 
instances. 

There may be no solution. Justification of the 
present high rates may be one of the results of 
this committee’s study. Whatever the results, the 
service of this generous-minded committee to their 
fellow citizens can perhaps never be measured in 
this era. The medical profession is not only keenly 
aware, but it is sincerely grateful for this co-opera- 
tion and it has pledged its complete support to 
furthering the efforts of the committee in its ardu- 
ous task of bringing to the citizens of Rhode Island 
a true picture of hospital costs in the proper per- 
spective of all-out medical care expense. 

Recent publicity has rather subtly indicted the 
medical profession locally and abroad for a situa- 
tion for which social and economic trends have 
been wholly to blame. The Rhode Island Medical 
Society is to be commended for its inherent fore- 
sight in projecting for the people it serves this 
phase of the cost of medical care in its true per- 
spective. It can and will no longer tolerate a policy 
of indifference and silence. 


PERIODICALS AND BOOKS AS EVIDENCE 


Act this year there has been presented to the 

General Assembly the same legislation that 
was introduced a year ago to amend the general 
laws relative to admissibility and competency of 
evidence so that 


“A statement of fact or opinion on a subject of Science 
or Art contained in a published treatise, periodical, 
book or pamphlet, shall, in the discretion of the Court, 
and if the Court finds that it is relevant and that the 
writer of such statement is recognized in his profession 
or calling as an expert on the subject, be admissible in 
actions of contract or tort for malpractice, error or 


mistake against physicians, surgeons, dentists, optom- 
etrists, hospitals, and sanitaria, as evidence tending to 
prove said fact or as opinion evidence; provided, 
however, any such statement shall, not less than three 
days before the trial of the action, give the adverse 
party notice of such intention, stating the name of the 
writer of the statement and the title of the treatise, 
periodical, book or pamphlet in which it is contained.” 


How the bar association can justify any support 
of this type of legislation is beyond us. Certainly 
we know of no member of the lega! profession who 


has given us an answer to the objections voiced by 
continued on next page 
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the Society through its committee on public laws. 
It is significant that the legal minds who drafted 
the bill have seen fit to omit the legal fraternity 
from the professions and institutions subjected to 
the proposed law. We are sure that was no acci- 
dental omission. 

The same legislation was left in the committee 
files of the Assembly a year ago upon adjournment 
of the session, and at that time we commented 
editorially on the serious implications of the pro- 
posed act. A repetition of our views of last year 
is warranted now in view of the persistence of 
certain members of the legal profession to urge this 
bill upon the legislators as a deserving amendment 
to the statutes. 

You can’t cross-examine a periodical or a text- 
book, as the Society's committee on public laws 
clearly pointed out in its reports objecting to the 
legislation. As written the amendment would de- 
prive the defendant of an opportunity to cross- 
examine the author of the statement or opinion, 
thus making it impossible to test the accuracy and 
weight to be given such declaration. Since authors 
do not write under oath, the grounds of their belief 
and process of reasoning could not be tested if 
such a bill became law. 

Or consider, as the Society’s committee ably 
pointed out, that extracts from medical books on 
the subject of science or art may be based on the 
unsworn statement of others besides the author, 
thus rendering such evidence of extremely dubious 
value. And again, the language of scientific books 
is generally technical and unless explained a state- 
ment or opinion might well be misinterpreted by 
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and cause confusion to a jury. 

Our medical library with its thousands of texts 
and bound editions of periodicals is evidence that 
medicine is not an exact science but is constantly 
changing in theory and practice. Sound induction 
of yesterday may well be obsolete and proved 
erroneous today. For example, successive editions 
of the same living author may well take different 
positions on the same subject, and to allow an 
earlier opinion to be admitted as evidence would 
under these circumstances misrepresent the 
author’s opinion on the subject. 

We are all familiar with the right of minority 
views. We know that scientific writers are by no 
means agreed on questions of scientific or medical 
jurisprudence, and a passage in a_ well-known 
work may favor one particular minority view. 
Does the bar association of this state believe that 
lawyers and judges are sufficiently versed in the 
field to know if such is the case should a periodical 
or pamphlet be submitted as evidence? 

If the legal forces behind the legislation seek 
by its enactment to avoid the necessity of a live 
witness, a qualified expert, and the obligation to 
supply the necessary data upon which a legal and 
just conclusion and decision may be based, then 
they are indeed to be severely criticized. 

The proposal that the hospitals, sanitaria, physi- 
cians and dentists of this state should have to 
defend themselves in court against the opinions of 
“experts” whose writings clutter the current popu- 
lar literature imposes too great a strain upon a 
non-legal mind in its interpretation of competency 
of evidence. 


COMMITTEE ON THE 


COST OF HOSPITALIZATION IN RHODE ISLAND 


Charles J. Ashworth, M.D. 
President, Rhode Island Medical Society 


Hilary J. Connor, M.D. 
President, R. I. Hospital Association 


Thomas C, DeVeau 
Manager, Sheraton-Biltmore Hotel 
Arthur W. Devine of Warwick 
Director, Rhode Island State Department of Labor 
Jesse P. Eddy, 3rd, M.D. 
Representing Rhode Island Medical Society 
Harold C. Edelston 
Secretary, Providence Council of Community Services, 
Health Division 
Russell H. Emmott of Woonsocket 
Secretary, Enterprise Dye Works, Inc., Member, 
Board of Trustees, Woonsocket Hospital 
Emil E. Fachon 
President and Treasurer, Bulova Watch Company ; 
Director, Hospital Service Corporation and Physicians 
Service Corporation 
Percy Hodgson of Pawtucket 
Past President, International Rotarians 
Miss Alice Hunt 
President, Consumers League of Rhode Island 
Harmon P. B. Jordan, M.D. 
Superintendent, Providence Lying-In Hospital 
James MacDonald, Chairman 
Vice-President, Providence Union National Bank and 
Trust Company 


Edward A. McLaughlin, M.D. 
Director, Rhode Island Department of Health 
J. B. Moore of Pawtucket 
President, Moore Fabric Company and a Trustee of 
Memorial Hospital 
J. T. O'Connell of Newport 
President, J. T. O'Connell Company of Newport and 
Providence ; Member of the Board of Trustees, New- 
port Hospital 
Robert E. Olmstead 
General Agent, Mutual Benefit Life Insurance Com- 
pany; Secretary of the Health Council, Chamber of 


Commerce 
Fred B. Perkins Attorney 
Herman C., Pitts, M.D. 
Representing Rhode Island Medical Society 
Edward P. Reidy 


Director, Rhode Island State Department of Social 
Welfare 
Herman N. Silverman of East Greenwich : 
Merchant, and a Trustee of Kent County Hospital 
Carl G. Stilman of Westerly 
Treasurer, C. B. Cottrell & Sons, and a Trustee and 
Member of the Executive Committee of the Westerly 
Hospital 
Andrew Stuart 
President and Treasurer, Anderson Sheet Metal 
Company 
Henry R. Sullivan : 
Attorney, and a Trustee of St. Joseph's Hospital 
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SPASTIC 
STATES. 


accompanied by 
irritability, tension, 
apprehension - 


respond to the antispasmodic action of 
Pavatrine, combined with the mild central 
nervous system sedation ot Phenobarbital — 
as exhibited in Pavatrine with Phenobarbital. 


Pavatrine is unique in that it exerts two 


types of spasmolysis—neurotropic and mus- 
culotropic—for relief of gastric hypermotil- 


ity, cardiospasm, pylorospasm, spasticity of 
the duodenum including the sphincter of 
Oddi, bladder spasm and dysmenorrhea. 

For the medical management of gall- 
bladder disease, Pavatrine with Phenobar- 
bital is useful in conjunction with the hydro- 
choleretic, Ketochol. 


PAVATRI N ss PHENOBARBITAL 


(B-diethylaminoethyl fluorene-9-carboxylate hydrochloride) 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 
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PROGRAM .. . 140th ANNUAL MEETING 


RHODE ISLAND MEDICAL SOCIETY 


At the Rhode Island Medical Society Library, Providence 


May 9-10, 1951 


WEDNESDAY, MAY 9 


2:00 p.m. CALL TO ORDER 


WELCOME BY PRESIDENT, Cuartres J. ASHWorRTH, M.D. 
RECOGNITION OF DELEGATES FROM OTHER SOCIETIES 


2:15pm. “REPLACEMENT OF THE HIP BY ENDOPROSTHESIS, WITH 
MOVING PICTURES” 
W. Russe_tt MacAusLanp, M.D., of Boston, Massachusetts 


“REHABILITATION OF THE HEMIPLEGIC PATIENT” 
G. G. DEAVER, M.bD., of New York, New York 


(Professor, Clinical Rehabilitation & Physical Medicine, New York University— 
Bellevue Medical College) 


“WHAT’S HAPPENING TO PRIVATE PRACTICE?” 
W. ALAN RicHarpson, of Rutherford, New Jersey 
(Editor, MEDICAL ECONOMICS, Rutherford, N. J.) 


3:15 p.m. 


INTERMISSION TO VISIT TECHNICAL EXHIBITS 


3:45 p.m. 


4:15p.a. THE CHARLES V. CHAPIN ORATION 
“PERIODIC DISEASE” 
Hopart A. REIMANN, M.D., of Philadelphia, Pennsylvania 


(Magee Professor of Medicine, Jefferson Medical College, Philadelphia) 


TOUR OF THE TECHNICAL EXHIBITS 


5:15 p.m. 


6:00-7:00 p.M. RECEPTION ... At the Narragansett Hotel 


(For members of the Society and their guests) 


7:00 DINNER ... At the Narragansett Hotel 


(For members of the Society and their guests) 


9:00 p.m. Presiding: CHARLES L, FARRELL, M.D. 
Anniversary Chairman 


(Past President, Pawtucket Medical Association ; 
Rhode Island Delegate to the House of Delegates of the American Medical Association) 
continued on page 214 
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In the selection of an antibiotic 


for URINARY ANTISEPSIS 


{ 


high urinary levels 
rapidly achieved are a critic 
and easily maintained lV 


tion of Terramycin in the urine follow 


3: 0.5 Gm. q 6 h. 

This newest of the broad-spectrum antibiotics 
is stable and active in the urine. High levels are 
rapidly achieved and easily maintained by oral 
administration. Within one-half hour after a 
single 2 Gm. dose, detectable amounts have ap- 
peared in the urine,! and a single 0.5 Gm. dose 
has been shown to produce high concentrations 
lasting twenty-four hours.? When multiple doses 
are given, continuous urinary concentrations 
of Terramycin in the range of 300-400 mcg./ml. 
are obtained, as shown in the accompanying 
chart.3 


scan a These observations are given added significance 
6 12 18 24 32 48 HouRS by the highly satisfactory clinical experience 
and the prompt response obtained with Terra- 
mycin in a wide range of infections of the uri- 
M.S., and Long, nary tract. 


New "York Acad. 
: 250 mg. capsules, bottles of 16 and 100; 


(Sept. 15) 1950, 4 

2. Welch, H.; Hendricks, F, Supplied 

We 100 mg. capsules, bottles of 25 and 100; 
I Apr.) 1950. 

Se aa de 50 mg. capsules, bottles of 25 and 100. 

= Sc. 53:253 (Sept. 15) 


Antibiotic Division CHAS. PFIZER CO.,INC.. Brooklyn 6, N. ¥. 
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ANNUAL MEETING PROGRAM 
continued from page 212 


Presentation of the Charles V. Chapin Memorial Award by 


HONORABLE WALTER H. REYNOLDS 


Mayor of the City of Providence 


Greetings 


Honoras_eE DENNIS J. ROBERTS 


Governor of the State of Rhode Island 


Address: “DEMOCRACY, MEDICAL PROGRESS, AND THE AMERICAN 
MEDICAL ASSOCIATION” 


Epwarp J. McCormick, M.p., of Toledo, Ohio 


(Trustee, American Medical Association; Chairman, AMA Council on Medical 
Service, 1945-1947 ; Former President, Ohio State Medical Association ; Member 
U. S. Delegation Third War Health Organization, Geneva, Switzerland, 1950; 
Member, Medical Mission to Japan, 1948; Former Grand Exalted Ruler of the 
B.P.O.E. of America.) 


THURSDAY, MAY 10 
At the Rhode Island Medical Society Library 


Presiding: Ropert T. Henry, M.p., Vice President 


10:30a.m. “INDUSTRY’S CHALLENGE TO THE MEDICAL PROFESSION” 


Rosert B. O’Connor, M.d., of Boston, Massachusetts 


(Division Medical Director, Loss Prevention Department, Liberty Mutual Insurance 
Companies, Boston, Mass.) . 


11:00a.m. “THE SIGNIFICANCE OF GASTRIC ULCER AND CANCER OF THE 
STOMACH” 


ARTHUR W. ALLEN, M.D., of Boston, Massachusetts 


(Consultant in Surgery, Massachusetts General Hospital) 


“THE HORMONAL TREATMENT OF GENITO-URINARY DISEASES” 


DreMING, M.p., of New Haven, Connecticut 


(Clinical Professor of Urology, Yale University School of Medicine) 


GENERAL SESSION OF THE SOCIETY 
INSTALLATION OF OFFICERS FOR 1951-52 


12:00 p.m. 


LUNCHEON (A buffet lunch will be served to members of the Society in the base- 
ment dining room. ) 


continued on page 216 
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Translating TH EORY to THERAPY 
Atherosclerosis 


ha 


 Oxytropic factors are indicated 
atherosclerosis because of the 
ment—-of oxygen exchange in this.” 
“@isorder's? and the correlation. of 
lowered thyroid activity with hyper 
It is significant 
= that patients with thyrotoxicosis rarely: 
Sevelop atherosclerosis.‘ OXYFAX: 
gontains a synergistic combination, of 
Thyroid and vitamins 
comed in ‘processes. 


Combined Oxytropic-Lipotropic Therapy Improves the Prognosis. . 
Write for Comprehensive Brochure and Suggested Dietary Guide 


REFERENCES: 1. Hueper, W. C.: M. Clin. North America 33: 773 (May) 
1949. 2. Editorial: J.A.M.A. 141: 392 (Oct. 8) 1949. 3. Stamler, J.; et ol.: 
Circulation 2: 523 (Oct.) 1950. 4. Morrison, L. M., and Gonzales, W. F.: 
Geriatrics 5: 188 (July-Aug.) 1950. 5. Editorial: Ann. Int. Med. 33: 250 
(July) 1950. 6. Morrison, L. M.; ef al.: Proc. Am. Soc. Study of Arteri- 
osclerosis, Circulation 2: 472 (Sept.) 1950. 7. Gertler, M. M.; et al.: 
Circulation 2: 517 (Oct.) 1950. 8. Editorial: Lancet 2: 916 (Dec. 30) 1950. 
9. Morrison, L. M., and Gonzales, W. F.: Am. Heart J. 39: 729 (May) 1950. 


AA; MEZGER PHARMACAL CO., INC. 
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ANNUAL MEETING PROGRAM 
continued from page 214 


Presiding: HeErMAN A. Lawson, M.D., President-Elect 


“THE ACCURACY AND RELIABILITY OF THE ROENTGEN 
DIAGNOSIS” 
MERRILL SOSMAN, M.D., of Boston, Massachusetts 


(Radiologist-in-Chief of Peter Bent Brigham Hospital; Professor of Radiology, 
Harvard Medical School.) 


2:30rp.mM. “ANTIHISTAMINE THERAPY OF THE COMMON UPPER RESPIRA- 
TORY RESPONSE TO THE VIRUS OF THE COMMON COLD AND 
OTHER IRRITANTS” 


CapraINn JOHN M. BrewstTER, MC, USN, of Philadelphia, Pennsylvania 


(Senior Medical Member, Physical Evaluation Board, Fourth Naval District ; 
Formerly, Command of Naval Hospital, Corpus Christi 1948-1949; Served in _ 
Hospital Ship USS Relief and Battleships Idaho and Pennsylvania ; Command 
of Fleet Hospital 112 in South Pacific in World War IT) 


INTERMISSION TO VISIT EXHIBITS 


3:00-3:30 P.M. 


3:30 p.m. PRESIDENTIAL ADDRESS — “HOMO MEDICUS” 


CHARLES J. ASHWORTH, M.D. 
(President, Rhode Island Medical Society) 


“THE PRESENT STATUS OF ANTIBIOTICS AND THE FUTURE 
IN THIS FIELD” 
J. P. Gray, M.v., of Detroit, Michigan 


(Chief Medical Consultant, Parke, Davis & Co.; Former Dean, Medical College of 
Virginia, and University of Oklahoma) 


ALLIED MEETINGS 
Women’s Auxiliary to the Rhode Island Medical Society 


Agawam Hunt Club, Rumford 


12:15p.m. LUNCHEON 
1:30p.m. ADDRESS: “DO DOCTORS NEED WIVES?” 
W. ALAN RICHARDSON 
(Editor, MEDICAL ECONOMICS, Rutherford, N. J.) 


2:15pm. BUSINESS MEETING 


COSMETIC DERMATITIS? 


Clinical tests confirm the use of 
AR-EX Cosmetics for hyper-sen- 
sitive skins. Scented or Unscent- 
ed. Send for Free Formulary. 


Free Diagnostic Aid 
Table of cosmetic irritants 
and allergens —an aid in 
diagnosing cosmetic sensi- 
Yivity — sent to physicians on 
request. 
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sulfa-sugracillin 


Sulfa-Sugracillin* flavored granules provide 
in a palatable form penicillin-sulfonamide 
combination for enhanced antibacterial action 
against a wide range of susceptible organisms. 
The presence of triple sulfonamides, mini- 
mizing the danger of crystalluria or renal 
damage associated with single sulfonamide 
therapy, affords another desirable feature in 
this new Upjohn preparation. 


Supplied in 60 cc. bottles, containing 1,200,000 
units Buffered Penicillin Powder with 3 Gm. 
Sulfonamides, for the preparation of a pleas- 
antly flavored suspension, providing in each 
5 cc. (one teaspoonful) 100,000 units penicillin 
G potassium and 0.25 Gm. total sulfonamides, 
comprising equal amounts of sulfadiazine, 
sulfamerazine, and suifamethazine. 


*Trademark 


Medicine... Produced with car’... Designed for heatth 
KALAMAZCO 99, MICHIGAN 


THE UPJOHN COMPANY 
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JIN-E-KOLO-JEE 


EDWARD S. BRACKETT, M.D. 


The English language has, like Topsy, “just growed 
up.” In this growing it has frequently changed its 
form and nature; sometimes completely reversed it- 
self. Thus, “dunce” was once a wise man, named after 
Duns Scotus. Spelling has often changed and there 
are many variations of pronunciation even with the 
same spelling. Dr. Johnson says the original pro- 
nunciation of our letter “a” was what we frequently 
refer to now as the Oxford pronunciation. They would 
have said that they took a “bawth.” We can’t expect 
co-operation in this from our fellow member, Dr. 
Davis, who says he hails from the State of “Collar- 
radder.” The British pronounce duodenum with the 
accent on the second syllable “odd.” In the first 
World War, one of our young doctors from Harvard 
Medical School was overjoyed to find that with the 
British Army he was now working in the laboratory, 
with the accent on the second syllable, pronounced 
like the conjunction “or.” 

Dr. Brackett, in the whimsical little tale which 
follows, which was written a few days prior to his 
death, shows what ridiculous complexities we can get 
into as we try to be consistent down through the ages. 
We must all agree that Noah Webster was wiser than 
Diogenes when he decided to stick to his jin-e-koloji. 


The night after the last trustee’s meeting, I found 
myself wandering “lonely as a cloud” on the further 
bank of the Styx. The Stygian, hard G from the 
Greek gamma) darkness was relieved only by a 
distant shaft of light, the source of which I could 
not immediately determine. Approaching it 
cautiously, I discovered it came from an enormous 
tub resting on its side. Seated within the tub were 
two men (or should I say shades?). One man was 
clothed in the usual dress of hoi polloi of the Greeks 
of some two or three thousand years ago. The 
other wore the conventional costume of an Ameri- 
can gentleman of the mid-eighteen hundreds. Be- 
side the Greek was a lantern and open on his 
knees, a thick book the size of an unabridged 
English dictionary. I am no Sherlock Holmes but 
at the very first glance, I was able to establish the 
identity of these two venerable shades, neither of 
whom I'd ever met on earth. It took no more than 
the most elementary deductive reasoning to con- 
clude that the Greek with his tub and lantern was 
Diogenes. The American gentleman could be none 
other than Noah Webster, a portrait of whom 
always serves as the frontispiece in his unabridged 
dictionary. 


So occupied with their discussion were the two 
shades that I entered, sat down and made myself 
comfortable, unobserved, so that my presence in 
no way put any restraint on the give and take of the 
debate which was in progress. Noah was exceed- 
ingly deferential and Diogenes though in no way 
blunting the points of his argument, evidently 
spoke more in sorrow than in ayger. The following 
report of their conversation, though it cannot claim 
to be a verbatim transcription of their remarks, is, 
I believe, essentially correct. 

Diogenes: “Mr. Webster, I have invited you to 
spend a few hours with me to discuss your monu- 
mental work, your English dictionary. It is in the 
main a most admirable job but there are some in- 
accuracies which you undoubtedly will wish to 
correct in your next edition. This criticism is 
offered in the kindliest spirit possible. Please bear 
in mind that you are a very young man and | am 
many hundred years your senior ; that the English 
language as compared to the Greek was born but 
yesterday and the Greeks were a highly civilized, 
cultured people when the inhabitants of the British 
Isles were still savages. I expect, therefore, that 
our conversation will be carried on in the spirit 
of father and son. And you, Mr. Webster?” 

N. W.: “Likewise!” 

Diogenes: (indicating a word in the volume 
spread upon his knees). ‘Let us take as an example 
of the sort of error of which your dictionary is 
guilty ; the word for the study of women. It is, of 
course, derived from the Greek word for women 
and discourse or study of. You give the preferred 
pronounciation as jin-e-koloji. In Anglicizing the 
Greek word the gamma has become a G. You make 
that G soft while in the original Greek the gamma is 
hard. I hold that, therefore, G should be hard in 
English.” 

N. W.: “O. K. Then I'll change it. Hereafter 
the pronounciation will be with a hard G — Gine- 
koloji.” 

Diogenes : “Just a moment, Noah. In the original 
Greek the Y was upsilon pronounced oo. How 
about it?” 

N. W.: “Okey doke. Henceforth we will give 


the pronounciation as Goon-e-koloji.” 
continued on page 225 
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Unique among nonabsorbable sulfonamides, 
THALAMYD is actually absorbed into the bowel wall in high 
concentration but only slightly absorbed into the blood stream. 


Simple, safe therapy whenever the intestinal tract 
must be sterilized, THALAMYD has a broad field 

of usefulness: prophylactically when preparing the gut 
for surgery; for bacillary dysentery and other 

acute enteritis; and to control secondary invaders in 


ulcerative colitis. 
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DISTRICT MEDICAL SOCIETY MEETINGS 


PAWTUCKET MEDICAL ASSOCIATION 

The regular monthly meeting of the Pawtucket 
Medical Association was held February 15, 1951. 
The meeting was called to order by President 
James P. Healy, M.D., at 12 noon. 

The minutes of the previous meeting were read 
by the secretary and accepted. 

Telephone service and emergency coverage were 
discussed and it was decided that a committee be 
appointed by the President to investigate the prob- 
lem further. 

Dr. Edward Trainor, Chairman of the Nominat- 
ing Committee, presented the following slate of 
officers for election in March: 


President ............... Kieran Hennessey, M.D. 

Vice President... Lawrence A. Senseman, M.D. 
Secretary ............. Hrad H. Zolmian, M.D. 
Treasurer .............. Harold A. Woodcome, M.D. 
Delegates. ............ James P. Healy, M.D. 


Henry J. Hanley, M.D. 
Henry E. Turner, M. D. 
Edward H. Trainor, M.D. 
Duncan Ferguson, M.D. 

Councilors ............ Earl Mara, M.D. 

Alternate ................ Howard Umstead, M.D. 

The Secretary announced the resignations of 
Dr. Roy Nelson of Attleboro and Dr. Herman 
Marks of Providence. 

Mr. Stanley Bush, Physical Director of the 
Pawtucket YMCA, spoke to the membership of 
his plans for a Health Week program to be held in 
the spring. He requested that the Pawtucket Medi- 
cal Association participate by providing speakers. 

The meeting adjourned at 1 p. m. 

Respectfully submitted, 
Secretary 


PROVIDENCE MEDICAL ASSOCIATION 

A regular meeting of the Providence Medical 
Association was held at the Rhode Island Medical 
Society Library on Monday, March 5, 1951. The 
meeting was called to order by the President, Dr. 
Louis I. Kramer, at 8:30 p. m. 

The reading of the minutes of the previous meet- 
ing was omitted. 

The Association’s tribute to the late Dr. George 
Mathews, a former president of the Association, 
as prepared by Drs. Halsey DeWolf and Frank 


T. Fulton, was read by the Secretary and placed 
on permanent file with the Association. 

Dr. Kramer introduced as the first guest speaker 
of the evening Dr. Lawrence B. Ellis of Boston, 
Massachusetts, Assistant Clinical Professor of 
Medicine, Harvard Medical School; Chief of 
Cardiac Clinic and Assistant Visiting Physician, 
Boston City Hospital, who spoke on “Clinical 
Course of Mitral Stenosis.” Dr. Ellis stressed the 
fact that the surgical approach to the treatment of 
mitral stenosis has renewed the interest in this 
condition. 

He reviewed the clinical course of 103 cases of 
mitral stencsis proven by autopsy examination. 
Fifty-nine (59) of the cases were over 50 years 
of age and twenty-four (24) cases were over 6() 
years of age. He emphasized the fact that the 
mitral stenosis may persist for many years and that 
the diagnosis is less often made as life is prolonged. 

He reviewed the causes of death in 41 cases of 
mitral stenosis ; they were as follows: 


Congestive heart failure 13 
Acute pulmonary edema 
Sudden death 
4 
Subacute bacterial endocarditis 


The average age of above cases at time of death 
was 50 years. 

Peripheral circulatory deaths complicating mitral 
stenosis were as follows: 
Cerebro-vascular accidents 28 
Other arterial complications, embolic or 

thrombotic 


11 
Pneumonia 


teen had thrombus formation in the left auricle. 
One-third of the cases with a thrombus in the left 
auricle had auricular fibrillation. Sixty-one (61 
out of 101 cases had auricular fibrillation ; the re- 
mainder, 40, had a normal sinus rhythm. 
Following his review of the course of patient 
with mitral stenosis, Dr. Ellis discussed briefly the 
selection of patient for operation. The factors 


favor of operation were listed as follows: 
continued on page 222 
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Today’s life, replete with restlessness, excitement, anxiety, 
frustration, and competitive drives, exacts an increasiig toll on 
human nervous systems, creating hyperactivity and imbalance. 


In the medical management of such hyperactivity and 
imbalance, and the resulting functional illness, continuous 
mild sedation has been found most desirable. 


Solfoton has earned the confidence of a great number of 
physicians because it provides continuous mild sedation 
without depression and gently suppresses excessive activity 
of the autonomic nervous system. 


DOSAGE: One Solfoton tablet three SUPPLIED: In bottles of 100 and 500 
times a day for at least a week. tablets, each containing 4 grain of 
phenobarbital and 4 grain of a unique 
colloidal sulfur. 


WILLIAM P. POYTHRESS & CO., INC., RICHMOND, VIRGINIA 
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Multiple Vitamin 


Deficiencies 


Deficiency diseases clinically evi- 
dent are usually associated with addi- 
tional tissue deficiencies of nutrients 
not yet clinically manifest.” (Jolliffe, 
Tisdall & Cannon: Clinical Nutrition, 
New York, Hoeber, 1950, p. 633-634.) 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


—supplies all of the vitamins indicated 
in mixed vitamin therapy in the clini- 
cally proved, truly therapeutic “practi- 
cal formula’”’* recommended by Jolliffe. 


Each Theragran Capsule 

gives your patient: 

Vitamin A ...... 25,000 U.S.P. units 
Vitamin D ........ 1,000°U.S.P. units 
Thiamine hydrochloride ....10 mg. 


5 mg. 
Niaci id 150 mg. 
Ascorbic acid ................. 150 mg. 


Bottles of 30, 100, and 1000 


* Thiamine content raised to 10 mg. 


for true vitamin therapy .. . 


SQUIBB 


specify THERAGRAN® 
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PROVIDENCE MEDICAL ASSOCIATION 
continued from page 220 

. Severe chronic dyspnea. 

. Rapid progression. 

Attacks of acute pulmonary edema. 

. Hemoptysis. 

. Marked increase in pulmonary vascular pres- 
sure and resistance (Inlarged pulmonary 
artery by x-ray). 

6. Right ventricular failure. 


kwh 


Less favorable factors, although not absolute 
contraindications for operation, were: 

1. Chronic right-sided failure with or without 
tricuspid insufficiency (venous pressure, large 
liver, and marked fluid retention). 

2. Greatly enlarged heart. 

3. Mitral regurgitation. 

Contraindications for operation were: 

1. Significant aortic valvular disease or addi- 
tional heart disease of other etiology. 

2. Active rheumatic fever. 

3. Advanced age — over 50 years. 

The second guest speaker was Dr. Dwight E. 
Harken of Boston, Massachusetts, Assistant 
Clinical Professor of Surgery, Harvard Medical 
School; Thoracic Surgeon, Peter Bent Brigham 
Hospital, who spoke on “The Surgery of Mitral 
Stenosis.” 

Dr. Harken stressed the fact that it isn’t neces- 
sary to operate on all cases of mitral stenosis be- 
cause many patients run a benign course and may 
live a long time. 

Following a discussion of the pathology of the 
disease, he showed a beautiful Kodachrome movie 
concerned with the technique of the surgery of 
mitral stenosis. He calls his operation incisional 
valvuloplasty. His statistics indicate that the mor- 
tality rate is low. 

Attendance was 62. 

Collation was served. 

Meeting was adjourned at 11 :00 p. m. 

Respectfully submitted, 
DiMaro, Secretary 


WOONSOCKET DISTRICT 
MEDICAL SOCIETY 

A meeting of the Woonsocket District Medical 
Society was held at the Club Canadien on Tues- 
day, March 13, 1951. Dr. Alfred E. King called 
the meeting to order at 9:15 p. m. 

The minutes of the last meeting were read and 
accepted as read. 

Dr. J. B. McKenna reported from his Commit- 
tee stating that a new system has been instituted to 
clear all welfare bills submitted. Any and all bills 
submitted are referred directly to Mr. Bisson. 
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Welfare Director to insure clearance of the bills 
without any unusual delay. 

Dr. G. G. Dupre made a motion to the effect that 
the Secretary be instructed to send a letter to the 
newly formed Woonsocket Medical Society Ladies’ 
Auxiliary congratulating them on their establish- 
ment as a Unit and wishing them success. This 
motion was seconded by Dr. F. J. King, and passed. 

There being no other business, the floor was then 
delegated to the principal speaker of the evening, 
Dr. F. Dennett Adams of Boston, Massachusetts. 
His topic was “Chronic Gastro-Intestinal Invalids.” 
He stated briefly that there are many of them and 
the physicians often wonder what is the matter 
with them and what one should do about them. 
There are three definite types of invalids: 

1. With real disease, such as cancer and ulcer 

2. Medical Disease — liver damage 

3. Neurolobic — the example being Tabetics. 


The symptoms of this group of individuals are 
usually gas, belching, cramps or pain, constipation 
or diarrhea of the bowels and usually complaints 
are referred to other systems other than the 
stomach. The pain follows no definite pattern. It 
can be acute, recurrent or will have lasted for 
years. This type of individual complains of fatigue- 
ability. He has seen any number of doctors or has 
heen to any number of Clinics and has taken any 
number of rest cures and has had innumerable 
x-rays all of which are essentially negative. The 
commonest form of physical finding is ptosis of 
the bowels. One can usually find multiple scars 
from previous operations. The symptoms are con- 
trolled by preceding factor which can be extrinsic 
but very real or emotional in character. 

The treatment consists of learning the facts, 
especially what the person does with himself and 
with his time. One must treat these individuals 
with kindness and understanding ; seldom the idea 
that they should secure more rest and explain to 
them more specifically how it is possible to get that 
rest. Diet should be one of low residue in small 
quantities ; no roughage and no fluid with meals. 
Drugs, usually small amounts of Belladonna or 
Phenobarbital or in combination. The primary 
essential of treatment is to eliminate the source of 
the trouble. 

Dr. J. W. Reilly then made a motion that a vote 
of thanks be given the Speaker for the subject 
which he presented. Dr. G. A. Crepeau seconded 
the motion which was passed. 

The meeting was adjourned at 11:00 p. m. 


A Buffet Luncheon was then served to members 
present (21). 


Respectfully submitted, 


Emir A. Kasxkiw, M.D., Secretary 
continued on page 224 


Multiple Vitamin 
Therapy 


“. .. Patients fare much better when 
{the deficiencies] are treated simul- 
taneously. ... Convalescence is delayed 
when one gives only one vitamin at a 
time...” (Spies & Butt in Duncan, G. 
G.: Diseases of Metabolism, ed. 2, 
Philadelphia, Saunders, 1947, p. 504.) 
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NEWPORT COUNTY MEDICAL SOCIETY 

A meeting of the Newport County Medical 
Society was called to order on January 24, 195] 
at 9:00 p.m. by the President, Dr. Henry Brownell, 
The minutes of the previous meeting were read and 
approved. The officers of this Society of the pre- 
vious year were elected for another term. 

Dr. John Healy and Dr. Ernest Landsteiner were 
elected to membership in this Society. 

Dr. Fletcher in reporting for the delegates stated 
that the State Welfare Department has limited 
funds with which to operate. However, it was the 
opinion of the House of Delegates that the doctor 
be paid by the welfare agency and not by the 
patient. He stated that there is no great problem in 
this regard in the City of Newport. Dr. Zielinski, 
Treasurer, reported that the Society’s funds con- 
sisted of $371.63. It was voted to table the Essay 
contest at this time. 

Dr. Grimes in reporting for the Public Relations 
Committee gave two reports; one dealing with 
advisability of a toy ordinance ; the other, with the 
need for better dental care at the Newport Hospital. 
The former report was given to the public by the 
chairman after a discussion with the President. 
After a long discussion initiated by Dr. Abramson, 
the Society voted that all future public releases, if 
the matter is not urgent, should be first presented 


ing on inferior mattress or an 
five committee members deem the matter urgent. 


improperly fitted bedboard.... 


Sealy’s Accepted* 


ORTHOPEDIC FIRM-O-REST 


Innerspring Mattress 


Keen interest shown by so many of the profession at 
the Atlantic City convention, is gratifying confirma- 
tion of nation-wide acceptance that has made Sealy’s 
perfected Orthopedic the most widely used mattress 
of its type in the world. 

* Accepted for advertising in the Journal of the 
American Medical Association, Sealy’s Orthopedic 
gives natural, non-sag support to the patient’s back. 
It is correctly firm yet completely comfortable. It is 
the result of scientifically conducted research by 
technically trained men. And it is giving effective 
relief, in thousands of cases, to patients whose morning 
backaches are due to sleeping on flabby, inferior mat- 
tresses or make-shift bedboards. You may suggest the 
Sealy Orthopedic with confidence, knowing that it is 
the most advanced product of the Sealy 
“Sleep Clinic” that is 68 years young. 


Advert SEO 


AMERICAN 
MEDICAL 
ASSOCIATION 
PUBLICATIONS 


WATERBURY CONN. 


a public release may be given. This power delegated 
to the present Public Relations Committee is not 
automatically passed on to the future committees. 

It was voted to raise the annual dues of those 
members resident of Aquidneck Island to $15. It 
was also voted to continue the present dinner meet- 
ings of the Society. 

Dr. Dotterer spoke on the need for a doctor’s 
exchange for some members. No action was taken. 

On a motion from Dr. Abramson, it was voted 
to raise the standard house call fee to $5 and to 
notify the press of this raise. It was also voted to 
run a paid ad in the Newport Daily News about 
this new fee for three days. 

Dr. Peter Pineo Chase gave his views pertaining 
to excess medical news in the press, and he spoke 
at length on his experiences as a writer. 

The meeting adjourned at 10:30 p.m. 

Respectfully submitted, 
M. Osmonp GRIMES, M.D., Secretary 


TUESDAY, MAY 1... 


PROVIDENCE MEDICAL 
ASSOCIATION 


MEETS AT 8:30 P. M. 
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JIN-E-KOLO-JEE 
concluded from page 218 

Diogenes: “Again just a moment. The long e 
comes from the Greek eta — pronounced a and 
should be so pronounced when the word is 
Anglicized.” 

N. W.: “All right! All right! It shall hereafter 
be pronounced Goon-a-koloji. I hope you are satis- 
fied !” 

Diogenes: “Far from it. Please note that the G 
in ology also comes from gamma and should be 
hard.” 

N. W.: “That would make it goon-a-kology 
(hard G’s). Diogenes, you’ve said a mouthful, 
such a mouthful that I cannot swallow it. For 
centuries the best usage has been in Anglicizing 
words of Greek derivation to represent gamma with 
asoft G and upsilon with a Y. The pronounciation 
authorized in the next edition of my work will stay 
as is, jin-e-koloji, even though it is difficult to 
refute your logic!” 

By the merest chance, during this discussion, 
another shade had entered unobstrusively. Under 
his arm he carried a book of geometry. There was 
no doubt of his identity — Euclid the great logician. 
(Let's pass unnoticed the G in geometry and 
logician. ) 

Euclid: “Mr. Webster, let me call it to your 
attention that the G in the word you mispronounce 
loj-ick comes from gamma and is, therefore, hard. 
It should be pronounced log-ick.” 

Just at this moment there was a blinding flash of 
light. My first thought was that Zeus had dropped 
an atom bomb and was bent on blowing hell out of 
the Nether World. But, No, it was a ray of brilliant 
sunshine shining directly on my face and I woke 
from my silly nightmare. 
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Our 3 registered pharmacists 
Serving... 
PROVIDENCE==CRANSTON 
... Friendly Pharmacy 


22 Pontiac St. Corner Reservoir Ave. 
Near Calart Flower Co. 


Finest Prescription Service 


PROVIDENCE MEDICAL GOLF 
TOURNAMENT . . . JUNE 6 


Prescription 
Perfect 


RED LABEL « BLACK LABEL 
Both 86.8 Proof 


Every drop of Johnnie Walker is made 
in Scotland—using only Scotland’s 
crystal-clear spring water. Every drop 
of Johnnie Walker is distilled with the 
skill and care that comes from many 
generations of fine whisky-making. 
Every drop of Johnnie Walker is 
guarded all the way to give you perfect 
Scotch whisky. ..the same 
high quality the world over. 


Born 1820 .. . still going strong 


WALKER 


BLENDED SCOTCH WHISKY 


Canada Dry Ginger Ale, Inc., New York,N.Y., Sole Importer 
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ELEVENTH ANNUAL CONGRESS ON INDUSTRIAL HEALTH 


—Report of Stanley Sprague, M.D., Delegate from the Rhode Island 
Medical Society. 


Eleventh Annual Congress on Industrial 
Health, sponsored by the Council on Industrial 
Health of the American Medical Association, was 
held at Atlanta, Georgia on February 26-28. Your 
delegate to this meeting participated in the joint 
meeting of the Council and the chairmen of state 
medical society committees on industrial health 
held the afternoon prior to the opening of the 
Congress, and a brief resume of the entire meeting 
follows. 

After remarks to the state chairmen by Dr. 
Anthony J. Lanza, the presiding officer, and by Dr. 
Carl M. Peterson who reported briefly on the gen- 
eral trend of work done by the Council, Doctor J. 
F. McCahan, assistant secretary of the Council 
presented the revised program of the AMA for 
the development of local industrial health services. 
This complete program is available for reading by 
any members of the Society at the medical Library, 
but in this report I would like to point out the 
objectives and the 5-point program that is being 
stressed. 


AMA Council Objectives 
. Creation of public interest and demand. 


. Clarification of industrial health objectives 
and their integration into the pattern of com- 
munity health service. 


. Improvement of professional training and 
standards. 


. Better medical organization for industrial 
health on the part of individual physicians 
and medical societies. 


Five-Point Program 
. The endorsement by medical societies of 
formal presentation of the principles of occu- 
pational medicine and industrial health, in- 
cluding industrial hygiene in the undergrad- 
uate teaching program of medical schools. 


. The expansion of the practice of occupational 
medicine and surgery and the continued de- 
velopment of industrial health, including in- 
dustrial hygiene, subject to such changes as 
may be necessary to maintain and elevate the 
quality of services and to increase their 
availability. 


. The principle that sound and properly super- 
vised industrial health programs should be 
organized in all communities and that respon- 
sibility for implementation rests jointly on 
management, labor, the medical profession, 
official and other recognized organizations 
concerned with improving the health and 
working conditions of all wage earners. 

. The endorsement by medical societies of 
recognized industrial health plans consistent 
with the platform of the American Medical 
Association. 

. The establishment of just and equitable re- 
muneration for professional services rendered 
to industry. 


Review of State Activities 

The comments by various state chairmen on 
the work done in their local areas. Examples of 
some of the programs reported at the meeting in- 
cluded the following : 

Wisconsin: Has had four plant visit meetings 
during the year at which various views of the 
workmen's conpensation program have been freely 
reviewed by physicians, lawyers, and patients. With 
a considerable influx of foreign labor the State 
now requires a Wasserman test within 15 days of 
entry into the State, and a chest x-ray. 

Ohio: Has an industrial commission that dis- 
cusses matters with a public relations group in- 
cluding labor leaders, physicians, and_ nurses. 
Problems are reviewed frankly with the resultant 
effect that a better understanding of the entire 
program is achieved. 


Pennsylvania: Has a full time medical man who 
watches all legislation on any medical subject. This 
Chairman felt that the labor unions have gone way 
ahead of other groups with the establishing of their 
own health centers through which they are teaching 
the value of industrial health. 


Connecticut: Workmen's compensation claim- 
ants do not have free choice of their physician, as 
definite panels are established by the respective 
county societies of the physicians considered quali- 
fied for industrial medical work. The state com- 
mittee is composed of the chairman from each 
county society and these men speak for the entire 


membership. 
P continued on puge 228 
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E. P. ANTHONY, INC. 
Druggisls 


178 ANGELL STREET 
Memorial Sanitarium PROVIDENCE, R. I. 
Located on Rt. 1 
South Attleboro, Massachusetts 


A modern Sanitarium, equipped for the treatment and IN OLNEYVILLE IT’S... 
care of emotional and nervous disorders. Electric shock 


therapy, Insulin therapy and other psychiatric treatments. McC AFFREY INC. 


A quiet country atmosphere and beautiful surroundings 
encourage recovery 


L. A. Sensemon, M.D., F.A.C.P., Medical Director 
Edwin Dunlop, M.D., Clinical Director 


Oliver S. Lindberg, M.D., Resident Physician 
Out-patient Department hours, 9-12 A. M., daily, and 19 OLNEYVILLE SQUARE 


by appointment. 


R. |. Blue Cross Benefits Tel. So. 1-8500 PROVIDENCE 9, R. I. 


Refresh...add zest 
to the hour 
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INDUSTRIAL HEALTH REPORT 
continued from page 226° 

Rhode Island: Your Chairman reviewed the 
work of the Industrial Health committee, citing 
the listing within the year of physicians desiring 
industrial work, and the cooperation with manage- 
ment in supplying the list of available physicians. 
The new statute relative to first aid and/or medi- 
cal services in industrial plants which goes into 
effect next July drew much comment from the 
representatives of the other states. The excellent 
cooperation between the physicians and the indus- 
trial nurses was also noted, and the post-graduate 
program for nurses was reported as a significant 
step in progressive industrial health work. 

Round Table Discussions 

At the round table discussion for those attending 
the Congress, held Monday morning, John Wil- 
liams, executive secretary of the Birmingham 
Industrial Health Council maintained that the 
state industrial service should conduct and keep 
up the health service by means of multiphasic 
examination, and he reported that 95% of the 
population of Birmingham had been so screened. 
Dr. Lester Petrie, director of the division of 
industrial hygiene of Georgia, reported that a 
million workers had been screen-tested in his state. 
He also reported that 93% of 195,000 non-produc- 
tively employed do not have medical facilities. 


WARWICK CLUB’ 


“Not for 
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Warwick Club Ginger Ale Co., Inc. 
"It Sings In The Glass" 
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The Florida director of industrial hygiene, Dr. 
John McDonald, cited the following as essentials to 
be considered for a good industrial hygiene pro- 
gram: 

Environment: air, lighting, noise. 

Personal protection: shields, goggles, proper shoes, 
good housekeeping. 

Health and sanitary conditions: hot and cold water, 
soap, showers, towels, drinking water, lockers, 
lunch room. 

Records: accurate records of accidents and of ab- 
senteeism, training in first aid. 

Engineers: to judge severity of hazards, and in- 
stallation of guards. 

Industrial hygiene chemist: for analysis of samples 
and testing of biological samples. 

Staff: physician, nurses, clerks. 


Discussion of Hand Injuries 

The first afternoon session of the Congress was 
devoted to a discussion of hand injuries with sev- 
eral outstanding speakers contributing some inter- 
esting data. The secretary of the Georgia state 
board on workmen’s compensation reported there 
were 2,200 cases of hand injuries in his state last 
year, and of the more than twenty-three thousand 
cases of permanent disability on record, 77% were 
either hand .or finger injuries. Doctor Henry 
Kessler of Newark, spoke forcefully on the proper 
care of hand injuries and particularly stressed the 
importance of rehabilitation of the worker after 
surgery had been completed. 


The Industrial Physician and the Emergency 

An important session of the Congress was that 
given over to the discussion of what place industrial 
medicine should occupy in civil defense, and also 
what needs to be done to assure high productive 
capacity from a healthy work force. 

Dr. Charles Long, chairman of the Pennsylvania 
state medical society industrial health committee, 
stressed the importance of teaching first aid to 
employees. He feels that every worker is capable 
of understanding and administering first aid after 
a minimum of 12 hours of training. He also dis- 
cussed the work of rescue teams, the preparation of 
pamphlets showing what supplies, and their quan- 
tity, are available for an emergency. 

For those industries having a first aid room he 
recommended that they increase their reserve sup- 
plies by 20% monthly, but not to require plasma in 
these supplies. He recommended the availability 
of facilities for immunization against smallpox. 
typhoid, typhus, tetanus, and influenza, and he also 
suggested the blood typing of all employees imme- 
diately, between the ages of 18 and 60. He recom- 
mended the use of identifying “dog tags” for each 


employee. 
continued on page 232 
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years... 


From birth to at least the age of 14 years, 
investigators now agree children are 
susceptible to rickets, with scarcely 
diminished frequency. 


The critical periods of active skeletal 
growth are found in infancy and childhood, 
lasting through at least the years 


just preceding puberty.’ 


Throughout these formative years patient cooperation 
assuring an adequate vitamin D intake is readily 
obtained by the use of 


DRISDOL in propylene glycol sil 


DRISDOL, trademark reg. U. S. & Canada 
CARTOSE, trademark reg. U. S. & Canada 


New York 13, N. Y. WINDSOR, ONT. 


1. Follis, R. H., Jackson, D., Eliot, M. M., and Park, E. A.: Am: Jour. 
Dis. Child., 66:1, July, 1943. 


2. Stearns, G.: Jour. Lancet, 63:344, Nov., 1943. 


preparations 


Average dose for infants 2 drops, 
for children 4 to 6 drops, in milk. 


SPECIFICALLY DESIGNED FOR INFANT FEEDING 

LESS FERMENTATION 

LESS DIGESTIVE DISTURBANCES 
CARTOSE® 

MIXED CARBOHYDRATES 
IN EASY-TO-USE LIQUID FORM 
Compatible with all milk formulas 
Bottles of 16 fil. oz. Write for Formula Blanks 
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IN MOUNT PLEASANT IT’S... 


Butterfield’s 
DRUG STORE 


Corner Chalkstone & Academy Aves. 
ELMHURST 1-1957 


IN WOONSOCKET IT’S... 
Joseph Brown Company 


Specializing in Prescriptions 
and Surgical Fittings 
EIGHT REGISTERED PHARMACISTS 
188 Main Street Woonsocket, R. I. 


“If It’s from Brown’s, It’s All Right” 


Curran & Burton, Inc. 


GENERAL MOTORS 
HEATING EQUIPMENT 


COAL | OIL 


TURKS HEAD BUILDING, PROVIDENCE 
GAspee 8123 


ARMY ORDERS 300 MEDICAL 
OFFICERS TO ACTIVE 
MILITARY SERVICE 


The Department of the Army has an- 
nounced that 300 medical and 100 dental 
officers of the Medical Service Reserve will 
be ordered into the active military service 
during the month of April. The 400 officers 
are in Priority I as established by Public Law 
779 of the 81st Congress. 

The officers will be given at least 30 days 
in which to close out personal and business 
affairs, unless they wish to report at an ear- 
lier date. 

This is the first group of medical and 
dental officers ordered into active military 
service by the Army since December 26, 
1950, when 890 medical and 850 dental off- 
cers were ordered to active service. 

Priority I for medical and dental Reserve 
officers applies to those who participated as 
students in the Army Specialized Training 
Program or similar programs administered 
by the Navy, and those deferred from service 
during World War II to pursue a course of 
instruction leading to an education in med- 
ical and allied specialist categories or dental 
and allied specialist categories, and who 
have had less than 90 days’ active military 
service following completion of or release 
from the program or course of instruction. 

Following is the number of medical offi- 
cers to be ordered to active military service 
from each Army area: 


ARMY MEDICAL OFFICERS 

First 67 

Second 47 

Third 25 

Fourth 50 

Fifth 41 

Sixth 70 
TOTALS 300 


IN PAWTUCKET IT’S... 


J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


pothecanies 


Pawtucket, R. I. 


5 North Union Street 


SHELDON BUILDING 
7 Registered Pharmacists 


DENTAL HEALTH PROBLEMS OF CHILDREN 


concluded from page 201 


17 Brauer, J. C., Higley, L. B., Massler, M., and Schour, I. 
Idem. p. 100. 


18 Dental Health for Young America. Council on Dental 
Health, American Dental Association. Chicago, [Ilinots. 
Jan. 1949, 


19 Zander, H. A., A Critical Review of Methods Used in 
Pedodontic Teaching. (Past, Present and Future). J: 
Dent. Ed. Jan. 1949. p. 102. 
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PHYSICIANS 


ANESTHESIOLOGY 


DIRECTORY 


DERMATOLOGY 


EDWARD DAMARJIAN, M.D. 
124 Waterman St., Providence 6 
GAspee 1-1808 


Nerve Block 
Diagnostic and Therapeutic 


SAMUEL PRITZKER, M.D. 
Practice limited to anesthesiology 
179 Wheeler Avenue, Providence 5, R. I. 


§WIlliams 1-7373 
1-0070 


CARDIOLOGY 


CLIFTON B. LEECH, M.D. 


(Diplomate of American Board of Internal Medicine; 
internal Medicine and Cardiovascular Disease) 


Practice limited to diseases of the 
heart and cardiovascular system. 
82 Waterman Street, Providence 


Hours by Appointment Orrice: Gaspee 1-5171 
ResweNce: Warren 1-1191 


DERMATOLOGY 
WILLIAM B. COHEN, M.D. 


Practice limited to 
Dermatology and Sy philology 
Hours 2-4 and by appointment - GA 1-0843 
105 Waterman Street Providence, R. I. 


VINCENT J. RYAN, M.D. 
Practice limited to 
Dermatology and Syphilology 
Hours by appointment Call GA 1-4313 
198 Angell Street, Providence, R. I. 


BENCEL L. SCHIFF, M.D. 


Practice limited to 
Dermatology and Syphilology 
HOURS BY APPOINTMENT 

Pawtucket 5-3175 
251 Broadway, Pawtucket, Rhode Island 


ARTHUR B. KERN, M.D. 
Practice Limited to 
Dermatology and Syphilology 
Hours by appointment * Phone DE 1-6183 


247 Waterman Street Providence 6, R. I. 


MALCOLM WINKLER, M.D. 
Practice limited to 
Dermatology and Syphilology 
Hours by appointment Call DExter 1-0105 
199 Thayer Street, Providence, R. I. 


EYE, EAR, NOSE AND THROAT 


NATHAN A. BOLOTOW, M.D. 
Ear, Nose and Throat 
Otorhinologic Plastic Surgery 
Hours by appointment GAspee 1-5387 
126 Waterman Street Providence 6, R. I. 


FRANCIS L. BURNS, M.D. 
Ear, Nose and Throat 
Office Hours by appointment 


382 Broad Street Providence 


JAMES H. COX, M.D. 
Practice Limited to Diseases of the Eye 
By Appointment 
141 Waterman Street Providence 6, R. I. 
GAspee 1-6336 


JOS. L. DOWLING, M.D. 
Practice limited to 
Diseases of the Eye 
57 Jackson Street Providence, R. I. 
1-4 and by appointment 


HERMAN P. GROSSMAN, M.D. 
Practice limited to Diseases of the Eye 
By appointment 
210 Angell Street Providence 6, R. I. 
DExter 1-2433 


RAYMOND F. HACKING, M.D. 
Practice limited to Diseases of the Eye 


105 Waterman Street Providence 6, R. I. 


F. CHARLES HANSON, M.D. 
Specializing in Eye 
162 Angell Street CALL GAspee 1-9234 
Providence 6, R. I. or JAckson 1-2331 
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PROCTOLOGY 


THOMAS R. LITTLETON, M.D. 
Ear, Nose and Throat 
Office Hours by Appointment 


204 Angell Street Providence 6, R. I. 
Phone GAspee 1-2650 


BENJAMIN FRANKLIN TEFFT, M.D. 
Ear, Nose and Throat 
185 Washington Street West Warwick, R. I. 


Hours by appointment Valley 1-0229 


HERMAN A. WINKLER, M.D. 
Ear, Nose and Throat 
224 Thayer Street, Providence, R. I. 
Hours by appointment Call GAspee 1-4010 


MILTON G. ROSS, M.D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
355 Thayer Street Providence 6, R. I. 
GAspee 1-8671 


NATHANIEL D. ROBINSON, M. D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
112 Waterman Street Providence 6, R. I. 
TEmple 1-1214 


NEURO—PSYCHIATRY 


DAVID J. FISH, M.D. 
Neuropsychiatry 
355 Thayer Street 
Providence 6, R. I. 
JAckson 1-9012 Hours by appointment 


HUGH E. KIENE, M.D. 
Neuro-Psychiatry 
112 Waterman Street _— Providence 6, R. I. 
Telephone: Plantations 1-5759 


Hours: By appointment 


THAD. A. KROLICKI, M.D. 
Practice Limited to Diseases of 
Anus, Rectum and Sigmoid Colon 
Hours by appointment 
102 Waterman Street, Providence, R. I. 
Call JAckson 1-9090 


PSYCHIATRY 


GERTRUDE L. MULLER, M. D. 
Psychiatry 
193 University Ave., Providence 6, R. I. 
Hours by Appointment Only 
Doctor may be reached after 5 p.m. daily, 


and weekends, at DExter 1-5398 


INDUSTRIAL HEALTH REPORT 


continued from page 228 

Dr. M. N. Newquist, medical director of the 
Texas company, maintained that the present pro- 
gram of manpower conservation would continue 
for many years to come. He felt that two things 
were of paramount importance: aid in obtaining 
manpower, and the acquisition of proper and 
sufficient health personnel. In his opinion by the 
end of 1951 four million new defense workers will 
be needed, and each succeeding year there will be 
an additional increase in the demand for workers. 
This will entail the use of handicapped persons, 
women, aged persons, and even minors. 

Each physician working in industry will need 
to know the exact amount of labor that each worker 
will be called upon to perform, Dr. Newquist main- 
tained, and he will then be in a better position to 
assign workers in varying physical categories to 
definite jobs. He recommended that physicians 
judge the old worker by his physiological age rather 
than the actual age, and to continue all old skilled 
workers as long as they are fit. In his opinion tuber- 
culosis and pneumonia are the two greatest causes 
of absenteeism. 

He stated also that the function of the industrial 
physician is to do preplacement examinations, peri- 
odic examinations, and special medical follow-up 
on all disabilities found, and to offer reasonable ad- 


vice on non-occupational diseases. 
6 


Your delegate to the Congress found the meet- 
ing most stimulating, and the exchange of experi- 
ences and ideas with other state chairmen and 
industrial physicians sources of valuable aid in 
carrying forward with the aid of the Society's com- 
mittee on industrial health a progressive and sound 
program for the workers of Rhode Island. 

The 1952 meeting of the Congress will be held 
in Pittsburgh, and if possible a delegate should be 
sent by the Society to that meeting. 
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Now PROOF... in an instant, Doctor, 
PHILIP MORRIS are LESS IRRITATING 


Just Make This Simple Test: 


... light up a ... light up your present brand 
PHILIP Morris DON'T INHALE. Just take a puff and 


Take a puff—DON’T INHALE. Just s-l-o-w-l-y let the smoke come through 
s-l-o-w-l-y let the smoke come through your nose. Notice that bite, that sting? 
your nose. Easy, isn't it? AND NOW... Quite a difference from PHILIP MorRIs! 


YES, your own personal experience confirms the results of the clinical 
and laboratory tests.* With proof so conclusive, would it not be good practice to 
suggest PHILIP MORRIS to your patients who smoke? — 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 


*Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245; N. Y. State Journ. Med., Vol. 35, 6-1-35, No. 11, 590-592; 
Laryngoscope, Feb, 1935, Vol. XLV, No. 2, 149-154; Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60 
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